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In the treatment of PRURITUS ANI and VAGINAE 


| R Unguentum ISO-PAR | 


(Trade Mark ISO-PAR Reg. U. S. Pat. Office) 


. While the condition may be due to a variety of causes, mycotic, 
secondary infection from scratching, neurosis, hemorrhoids, yet 


Unguentum ISO-PAR with its 


STIMULATING, LOCAL ANESTHETIC, BACTERICIDAL, FUNGICIDAL 


effect is curative in a very fair proportion of cases. Unguentum 
ISO-PAR is above average in its effect on MYCOTIC INFEC- 


TIONS of the HANDS and FEET, particularly in old chronic 
cases, and is of definite value in the treatment of ECZEMAS of 


the EAR. 


| 
Unguentum ISO-PAR has as its active ingredient 17% ISO-PAR (14 parts Paraffinic 
Acids, Ce to Cis, Av. Mol. Wt. 174, modified by 3 parts Mixed 1-Hydroxy-3-Octyl-N, 
| N'-Dimethyl-Benzylamine Salts of Paraffinic Acids, i. e., Iso-Octyl-Hydroxy-Benzyl- 
1 Dimethyl-Ammonium-Paraffinate), held in suspension in a base consisting of Lanolin, 
| Petrolatum, Titanium Dioxide, Beeswax, Cetyl Alcohol and Essential Oils. 


U. S. Patent No. 2,262,720. 


< Available on prescription in half-ounce and one-ounce containers 
and to Physicians and Clinics in four-ounce and one-pound jars. 


Descriptive circular available to physicians on request. 


MEDICAL CHEMICALS, INC. 
406 E. Water Street 
Baltimore 2, Maryland 
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Luzier Cosmetics and Allergy 


Women use cosmetics because they have developed a need 
for them: they are essential to modern standards of good- 
grooming and therefore contribute to a sense of well-being. 
Your patient’s appearance, viewed cosmetically, is a factor 
that deserves your consideration both during hospitalization 
and convalescence. Cosmetics cannot lift faces, but they cer- 
tainly perform wonders when it comes to lifting a woman’s spirits. Women 
have an instinctive desire to look pretty and to smell sweet. 


Since cosmetics are so universally used it is not to be wondered that 
they sometimes figure in the field of allergy. That is why when there is a 
history of allergy we suggest that patch tests be made with those of our 
products the subject is using or contemplates using. If they test positive, 
further testing with their constituents is indicated to determine the offending 
agents. These found, we frequently can modify our formulas to suit the 
subject’s requirements. The patch test is generally considered best for 
testing cosmetics because it most closely approximates the conditions under 


which they are normally used. 


While our products are free from so-called common cosmetic allergens, 
such as orris root and rice starch, we feel it should be made clear that 
any of their normally innocuous ingredients might be allergenic to the 
allergic individual. It is our practice to write our patrons a letter to this 
effect when a history of allergy is involved. 


It is our experience that many persons with allergic constitutions 
cannot tolerate scented cosmetics; therefore we routinely recommend and 
select unscented products when there is a history or suspicion of allergy. 
This practice is not to imply or suggest that the subject is sensitized to 
perfume; it is solely to safeguard against the possibility. 


In specific cases of allergy or suspected allergy, when the subject is 
using or contemplates using our products, we are pleased on his request to 
send her doctor the involved raw materials for patch testing, also such 
information concerning our products as may have a bearing on the case. 


Since in the light of present knowledge it is not possible, save in 
specific cases, to make non-allergenic cosmetics, we believe the cosmetic 
requirements of the allergic individual should be considered by her doctor 
in the light of the formulas and general characteristics of the products 


she is using or contemplates using. 


Luxzier's, Inc., Makers of Fine Cosmetics & Perfumes 


KANSAS CITY, MISSOURI+ 
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The local problem in acne vulgaris is to remove the 
excessive sebum with the least amount of irritation. 
This cannot be accomplished with ordinary soap and 
water as easily as with sulfated oils. Swartz and Blank 
report gratifying results when Acidolate, the modern 
sulfated-oil detergent, is utilized in place of soap to 
secure and maintain skin cleanliness (].A.M.A., 125 


p. 30-31, May 6, 1944). 


Acidolate, founded on scientific research and backed 
by extensive clinical experience, offers the following 


advantages: 


1, It is a logical and competent solvent 


of sebum. 


ee It contains only those fatty acids 
that are non-irritating to the skin. 


3. Its pH of 6.25is compatible with 
that of the skin. 


4, It is non-abrasive, water-miscible, 
and free of perfume and pigment. 


Distributed for NATIONAL OIL PRopucts CoMPANy 4) 
RARE CHEMICALS, Inc., Harrison, New Jersey 


In the Pacific and Mountain States area by 
651 GALEN ComPaNny, Berkeley, California 
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oF “Warm cud stake © 


OH PRODUCTS CO: 
by 
Company® Serketey, 


Literature and sampl: 
physicians on request 


8 oz. and gall: 


*Acidolate is at 
National Oil P: 
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We've a message and a gift for your 


wite. We want her to try our preparation- 


It will take about an hour of ,her time, and 


in return for that courtesy we will present 


her with a Beauty Counselor $1.0 lipstick 


in any shade she selects. 


We believe she will enjoy the hour. But, 


most important, we hope she will tell vou 


about our try-before-you-buy method of 


selection—how each customer has a chance 


to use these hy po-allergenic preparations, 


without charge, to see that those recom- 


mended really suit her skin. 


Please use the coupon below. If, in addition, 


you would be interested to see formulas, 


check where indicated. 


counselors 


= a When vour wife uses Beauty Counselor cos- 
counselors, ine. 

gy 18 Mack Avenue metics, you have constant, visible proof that 


Pointe 24, Michigan 
here are preparations worthy of your recom- 
r private formulas. 


give my a presentation and $1.00 lipstick free. mendation to the most particular patients. 


rou 1 nd her at 


City__ ___State___ Phone 


— ___ Address___ 


A. D. 8.2 
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New Tests Show Value 
of Mild Soap Routine 


N advising women on steps toward skin 

health and skin beauty, dermatologists 
have long stressed the importance of proper 
daily cleansing—with mild soap and water. 

To make certain that the skin cleansing 
routine which we recommend the Camay 
Mild-Soap Diet—is correct in every de- 
tail, we have consulted dermatologists and 
incorporated their suggestions. 

This method—and Camay—have re- 
cently been subjected to careful clinical 
tests. Competent dermatologists studied 
the effects on skin of over 100 women who 
changed from their usual cleansing meth- 
ods to the Camay Mild-Soap Diet. The 
results showed that the Camay routine 
was beneficial to skin in a very high per- 
centage of the cases—that Camay cleanses 


the skin gently, thoroughly, and without 
irritation. 

Repeated skin tests—patch tests, im- 
mersion tests—have demonstrated further 
that Camay fulfills the most rigid require- 
ments for mildness. 

If you are called upon to recommend a 
toilet soap for daily use, we believe that 
you may recommend Camay with conh- 
dence. For in addition to its outstanding 
mildness, it lathers richly and has a deli- 
cate fragrance particularly appealing to 
women. 

Samples of Camay are available to phy- 
sicians for personal or office use and ob- 
servation. Simply address your written 
request to Procter and Gamble, Cincin- 
nati, Ohio. 


A product of Procter and Gamble 
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Far Surgical tatisepsis 


Zephiran Chloride is a germicide of high bactericidal and bacterio- 


sais ail static potency. In proper dilutions it is nonirritating and relativel 
prop g Y 
e nontoxic to tissue cells. ; 
ma e Zephiran Chloride possesses detergent, keratolytic and emulsify- 
g : ing properties, which favor penetration of tissue surfaces, hence 
me e removing dirt, skin fats and desquamating skin. 
a deli- HOW SUPPLIED 
epfhiran oride is widely em- 
ling to A ployed for skin and mucous mem- Zephiran Chloride is available in 
brane antisepsis—for preoperative TINCTURE 1:1000 Tinted 
® disinfection of skin, denuded skin 4am é 
0 ph y- . and mucous membranes, for vagi- ca TINCTURE 1:1000 Stainless 
nal instillation and irrigation, for . 
nd ob- @ vesical and urethral irrigation, for 
written @® wet dressings, for irrigation in eye, in 8 ounce and 1 gallon bottles. 
eo @ ear. nose and throat infections, etc. 
os Write for informative booklet 
e WINTHROP CHEMICAL COMPANY, INC. 
ci) Pharmaceuticals of merit for the physician 
a NEW YORK 13, N. Y. + WINDSOR, ONT. 
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IMPROVED 


cians recociuize 


that the base emy)|ove 


in topical preparations may 


materially affect the result 


achieved by the active ingredients of 


their prescriptions...and that patient 


cooperation can be more readily enlisted if 


full consideration is accorded the esthetics jn. 


volved in creating medicaments pleasant to use. 


Almay’s two new ointment bases and coloring agent have won 


wide popularity among discriminating physicians for their contri- 


butions to these ends. 


QUALATUM (ALMAY)—an excellent anhydrous oily base, which may be rubbed into 
the scalp without causing matting of the hair, and is easily shampooed out. Permits 
daytime medication, and takes any medicaments without breakdown or alteration during 
or after compounding. (Formula: petrolatum and fatty acid esters. ) 


. EMULS ION BASE (ALMAY) —a homogenous oil in water emulsion— 


delightfully smooth, greaseless, invisible, and non-staining on the skin. 
Highly compatible, uniform and stable—and easily removed. (Formula: 


4) fatty acid esters, spermaceti, propylene glycol and water. ) 


. UL _. BENTONITE AND OXIDE OF IRON 


—formerly called “neutra-color”—a highly useful 

coloring agent. free of aniline, animal or vegetable 

Big od dyes, permitting the creation of prescriptions that 
f blend with the color of the skin. 


nin ALMAY, INC. 
56 COOPER SQUARE 
Tat NEW YorK, N. ¥. 
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DISORDERS conspicuously stained by anti- 
septics often cause considerable vexation as well 
as embarrassment to already sensitive dermatological 
patients. For that reason, many physicians con- 
siderately employ Tincture Metaphen, Untinted, 
when the area to be treated is conspicuously ex- 
posed. This agent leaves no objectionable stain, yet 
in all other respects is identical with Tincture 


Metaphen 1:200, the antiseptic designated by two 


impartial investigators as the “most effective” of. 


!) commonly-used antiseptics tested.* On the oral 
mucosa, Tincture Metaphen 1:200 was found to 
reduce bacterial count 95 to 100% within five 


minutes; to cause only a slight irritation in some 
cases, none in the others; and to have, in sub- 
stantial excess over all other agents tested, a dura- 
tion of action of approximately two hours. @ Tine- 
ture Metaphen, Untinted, is available in 1-ftuid- 
ounce, 4-fluidounce, l-pint and 1-gallon bottles 
through prescription pharmacies everywhere. 
Aspott Laporatoriges, North Chicago, Illinois. 


*N\ever, I, and Arnold, L. (1938), Amer. J. Digest. Dis., 5:418 


Tincture Metaphen 


REG. US. PAT. OFF. 
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a shockproof x-ray apparatus designed for dermatology 


BRANCHES EVERYWHERE 


sets the pace in x-ray 


PICKER X-RAY corporation 


qc 300 Fourth Ave., New York 10, N.Y. 
WAITE MANUFACTURING DIVISION 
17325 Euclid Ave., Cleveland 12, O. 


A. AND CANADA 


The Picker ‘‘Zephyr’’ Unit occupies a unique 
position in x-ray. Designed specifically fo; 
dermatology, it embodies the practical sug. 
gestions and recommendations of a numbe; 
of eminent dermatologists and roentgenol. 
ogists who were consulted at every stage of 
its development. Its versatility and capacity 
have been amply demonstrated in the expe. 
rience of the many dermatologists who have 
come to look upon the Picker ‘Zephyr’ as 
the ideal x-ray apparatus for their specialty 


A bulletin describing the ‘Zephyr’ 


apparatus is available on request. 
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| PICKER | 
| 
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EXIT DOSE IN) DERMATOLOGIC ROENTGEN THERAPY 
GEORGE C. ANDREWS, M.D.; CARL B. BRAESTRUP, B.S. P.E 
AND 
ELDRED B. HEISEL, M.D. 
Unique NEW YORK 
cally for n 1035 we read a paper! before this section a lesser extent, the material, if any, in contact 
ical sug. fle on the measurements of the depth dose for roent- with the exit surface. 
numb per in dermatologic practice. It was For a number of years the exit dose has been 
Pyident the information obtained that grenz taken into consideration in high voltage therapy. 
myer tvs had such slight penetration that they could and data by Quimby * have established its rela 
Stage of g tle direct action deeper than a fraction tionship to the depth dose. Recently one of us 


-apacity i 


, millimeter. On the other hand, the quality 
roentgen rays then in widespread use by 


dermatologists, generated at a voltage of ap- 
ho have J ximately 100 kilovolts, was found to be so 
hyr’’ as penetrating that underlying healthy tissue was 
ecialty ponecessarily irradiated. It seemed that two 
extremes were being used, neither one of which 
kpproached the ideal. On the basis of our 
experimental work we concluded that roentgen 
pays of considerably lower voltage and of higher 
homogeneity would be the most suitable for the 
treatment of pathologic tissue within the first 
J 2 cm. of depth. Our calculated values 
ai that time showed that rays produced at about 
kilovolts should be satisfactory. However, 
“a we later changed the voltage to 60 to 65 kilo- 
its in order to obtain a more adequate output 
with shock-proof equipment. These recommen- 
dations were questioned in the discussion at 
that time, but within the past few years 60 to 80 
kilovolt radiation has been adopted for general 


Is in the 


ise at a number of other dermatologic clinics. 


Further study of the depth dose interested 
exit dose. This may be defined as 
e dose received by the skin opposite the irradi- 
| surface, such as the dose received by the 


alm trom irradiation of the dorsum of the hand. 


the exit dose is usually expressed as per cent 


the dose received by the skin undergoing 
eatment, or it may be expressed in terms of 


le air di which is the radiation measured 


Se, 
vithout back scatter. This percentage, or exit 
geose, depends on a number of factors, the most 
portant of which are the voltage and filter 
lised, the target-skin distance, the size of the 


thickness of the part treated and, to 


vs, G. C., and Braestrup, C. B.: Measure- 

Depth Dose for Roentgen Therapy Used 
gic Practice, Arch. Dermat. & Syph. 33: 
1936, 


presented depth dose tables for low and interme 
diate voltages obtained by water phantom mea 
surements. The purpose of our present study 
is to determine the exit dose for various parts 
of the body with radiation of low and of inter 
mediate voltage and to show the clinical sig 
nificance of the exit dose. We shall also point 
out the relationship of the exit dose to the depth 
dose as measured by water phantom. 


EXPERIMENTAL PROCEDURES 


Apparatus and Measuring Instruments—The x-ray 
equipment consisted of a shock-proof, oil-cooled x-ray 
tube energized by a half wave two valve generator. 
The inherent filtration of the x-ray tube was equivalent 
to 0.5 mm. of aluminum and included the pyrex tube 
wall, the oil and the bakelite window. The tube head 
was provided with a combined distance gage and cen- 
tering device mounted on a fork which permitted it to 
be swung out of the beam during exposure. 

The dose was determined by means of a condenser 
type roentgenometer provided with a thimble chamber 
of small diameter (0.72 cm. inside), and calibrated in 
roentgens against a standard open air chamber. A small 
thimble chamber was chosen as it could be nearly half 
immersed in the tissue during exposure, thus measuring 
the dose at the level of the skin. 

A special caliper was used to measure the thickness 
of the hands and feet. The prongs were provided with 
holes to mark the skin where the central beam should 
be directed. 

Method.—All of our measurements were made at a 
target-skin distance of 30 cm. (approximately 12 inches) 
and with a circular field 24 cm. in diameter. For the 
purpose of these experiments, three qualities of rays 
were used as indicated : 


Filter, Half Value 
Kiloyolts Mm. Al Layer, Mm. Al 
60-65 0 0.7-0.75 
100 0 1.0 
135 3 4.5 


2. Quimby, E. H.: Some Practical Considerations Re- 
garding the Employment of Various Qualities of Roent- 
gen Rays in Therapy, Radiology 38:261 (March) 1942. 

3. Braestrup, C. B.: Depth Dose Measurement for 
100-120, and 135 kv. Roentgen Rays, Radiology 42:258 
(March) 1944. 
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Hands: The thiekness of the hand was measured at 
a marked point in thé center of the palm by means of 
the caliper. In order to approach full phantom con- 
ditions and standard dermatologic practice, the dorsum 
ot the hand was placed in contact with a treatment table 
mattress. The thimble ionization chamber was placed 
between the mattress and the dorsum of the hand and 
was fitted into the concavity between the third and 
fourth metacarpal bones. Since we wanted to measure 
the maximum exit dose, the bony parts of the hand 
were avoided. To do this, the axis of the beam was 
directed through the previously marked point on the 
palm, care being taken that it passed between the meta- 
carpal bones and through the center of the underlying 
ionization chamber. 

All measurements of the exit dose were made with 
the beam directed through the palm to the dorsum of 
the hand. This was done because the thimble ionization 
chamber fits better into the surface of the dorsum than 
into the palm of the hand and thus gives more accurate 
measurements. The skin dose was measured on the 
dorsum of the hand for the same reason. Obviously the 
clinical exit dose is the same whether the beam passes 
from the palm to the dorsum or in the opposite direction. 

Feet: The technic for measuring the skin dose and 
the exit dose on the feet was the same as that used for 
the hands. The axis of the beam in each instance was 
directed between the heads of the second and _ third 
metatarsal bones. 

Face: Studies were made to determine the dose re- 
ceived by the alae nasi in the types of treatment com- 
monly given by dermatologists for acne. In each mea- 
surement the thimble ionization chamber was placed 
snugly into the angle between the nose and the cheek. 
Measurements were made on the ala of the nose toward 
the x-ray target and on the ala opposite the target 
during a side exposure of the face, with the axis of the 
beam at a 90 degree angle with the sagittal plane and 
directed through a point over the zygomaticofacial 
foramen. The zygomaticofacial foramen is a small 
aperture near the center of the malar surface of the 
zygomatic bone. This was selected because it afforded 
a point easily located and fairly constant in all persons. 
Thinking that the selection of this point might be ques- 
tioned, we also made measurements at a point lower 
and posterior to it which we considered the center of 
the cheek. 

Since some dermatologists at times add to this dose 
an exposure of the middle of the face, we also deter- 
mined the dose received by each ala nasi during a front 
exposure of the face with the axis of the beam directed 
through the tip of the nose. 

RESULTS 

Hands.—In table 1 is shown the averages of 
our measurements on the hands of 40 patients, 
representing 191 individual readings. Analysis 
of this table demonstrates that for the hands 
the average exit dose is 17.5 per cent of the air 
dose given to the opposite side of the hand with 
radiation produced at 65 kilovolts. It is 30.5 
per cent of the air dose when the kilovoltage is 
100 and is 60 per cent of the air dose when 
135 kilovolts and a 3 mm. aluminum filter are 
employed. The air dose is the conventional 


term for expressing dermatologic roentgen dos- 
age, and it refers to the number of roentgens 
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measured without back scatter. The d ty 

received by. the skin from a single exposure» 
cludes not only the radiation from tl tube 

the radiation scattered back from the under! 

tissue. 

The clinical application of these 

shown in table 2, in which, among other th; 
is indicated the total skin dose to either sys: 


TABLE 1.—Hands | 
Target-skin distance, 30 cm. (12 t 


Skin 
Air Dose 
Dose % of \ 


65 kilovolts; no filter; half 
value layer, 0.75 mm. of 
100 kilovolts; no filter; half 
value layer, 1 mm. of alum- 
135 kilovolts; 3 mm. alumi- 
num filter; half value layer, 
4.5mm. of aluminum....... 100 118.1 6 


of the hand when 75 r in air is giver 
sides. It will be seen that when this :s 
the total skin dose is 94 r at 65 kilovolt 
at 100 kilovolts and 133 r at 135 kiloy 

a 3 mm. aluminum filter. If the 
raised to 100 r, the total skin dose is 1 
proportionately, that is, to 125 r for 65 kil 
145 r for 100 kilovolts and 178 r for 
volts and 3 mm. of aluminum. 


The sum of repeated fractional dos: 


hands is illustrated by estimating the r 


Tasie 2.—Hands: Clinical Application 
Table 1. 


Target-skin distance, 30 cm. (12 inches 


Total Skin Dos 
or Palm of Ha 
Air Dose Give 
Both Surfaces 


757 
100 kilovolta: no 109 r 
135 kilovolts; 3 mm. aluminum filter.. 133 r 


ten treatments of 100 r to each surface 
hand. With radiation produced at 65 kilo 
the skin dose to each surface is 1,250 r, 
is 25 per cent more than the air dose of 1,UW' 
If 100 kilovolts is used, the skin dos¢ 
surface is 1,450 r, or nearly 45 per cent ! 
radiation than the air dose. For 135 kilo | 
radiation filtered through 3 mm. of alumi 
the skin dose to each surface ofthe 
1,780 r, or approximately 78 per cent more t= 
the air dose of 1,000 r._ These percentages W 
of course hold for any other number of re 
gens used as a unit dose. | 

From the figures in the tables we have © 
culated the air dose that should be given‘ 
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® the part as the voltage or half value layer is readings) shows the averages of measurements 
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ar and the dorsal aspect of the decreased. The reduction in exit dose illustrates 
is desirable to give 100 r to the _ plainly the advantage of low voltage radiation in 
surface. The air dose should be superficial therapy as compared with the more 
vhen 05 kilovolt radiation is used, approx- penetrating rays produced at the higher voltages. 

>) y at 100 kilovolts and only 55 r at At 65 kilovolts there was greater variation be- 
and a 3 mm. aluminum filter. tween the individual readings than occurred at 
figures it is evident that the exit higher voltages, as these rays are affected more 
back scatter must be taken into by the thickness of the part than those produced 
when both surfaces of the hand at 100 or 135 kilovolts. 


10 


2.4 2.6 2.8 3.0 om. Thickness 
POR ation of exit dose to thickness of hands. (Since this relation is similar to that expressed by the absorption 
Burve and since for homogeneous radiation absorption follows the exponential law, the relation is expressed by a 
®traight line if the values are plotted on semilogarithmic paper.) 


ng 


ar irradiated, as they materially increase the Feet—Table 3 (representing 48 individual 
Bin dose over the air dose. readings) shows the averages of measurements 
) he chart presents the relationship between made on the feet of 12 persons. 

l€ exit dose and the thickness of the hands. The results of these measurements show that 


t 135 kilovolts the curve is nearly horizontal, the exit doses are lower than those obtained 


it as the voltage is decreased the slope becomes for the hands but still of clinical significance. 


Teater and greater. As might be expected, the This is illustrated in table 4. 


‘ose is affected much more by the thickness Face.—Table 5 (representing 120 separate 
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made on the faces of 34 subjects. The target- 
skin distance is measured to a point overlying 
the zygomaticofacial foramen in side exposures 
and to the tip of the nose when the middle of 
the face is exposed. 

Tables 5 and 6 strongly illustrate the advan- 
tage of 60 kilovolts over 100 kilovolts for der- 


TABLE 3.—Feet 
Target-skin distance, 30 cm. (12 inches) 


Exit Dose 
Skin 
Air Dose, "> of % of 
Dose, % of Air Skip 
% Air Dose Dose Dose 


(0 kilovolts; no filter; half 
value layer, 0.7 mm. of 
100 105.2 12.8 12.1 

100 kilovolts; no filter; half 
value layer, 1 mm. of alu- 


i 
ty 


Tasie 4.—Feet: Clinical Application of Data of Table 3 
Target-skin distance, 30 cm. (12 inches) 


Total Skin Dose to Dorsum 
or Sole of Foot When 
Air Dose Given to 
Both Surfaces Is 
— 


75 100 1 
60 kilovolts; no filter........... r 
100 Kkilovolte: no Biter... . 106 r r 


matologic roentgen therapy. When the lower 
voltage is employed, the total skin dose received 
by the alae nasi from treating both sides of the 
face is approximately 90 per cent of the air 
dose applied to each cheek. This figure is well 
within the limits of safety and of therapeutic 


Average Dose at Indicated Positions 
Expressed in Per Cent of Air Dose 
Target-skin distance, 30 em. (12 inches) 


Exposure of 
Middle of 
Single Side Exposure Face Only 


Central Beam Central Beam 
Through Zigomati- Through Tip 
cofacial Foramen of Nose 
A — — A ~ 
Proximal! Distant Either 
Ala Nasi Ala Nasi Ala Nasi 


60 kilovolts; no filter; half 

value layer, 0.7 mm. of 

100 kilovolts; no filter; half 

value layer, 1 mm. of alu- 


efficacy. On the other hand, if a voltage of 
100 kilovolts is used each ala receives a dose 
of 112 per cent of the cheek dose measured in 
air. To illustrate this in a more practical man- 
ner, let it be assumed that patients are given 
twelve roentgen ray treatments for acne of the 
face, 75 r being used for each treatment. For 
patient A a voltage of 60 kilovolts is used and 
for patient B a voltage of 100 kilovolts. At the 


end of twelve treatments, patient ; 
received a.total dose of 816 r to eac! ala » 


which compares with a cheek dose of %% 


measured in air; and so each ala nas) rece, 


approximately the dose desired. However . 
tient B will have received a total of | 0% 


TABLE 6.—Face: Clinical Application of Dat 


Number of roentgens given to each ala nasi wh 
doses are applied 


100 rto ir 
100r Both Bot 
to sides t Sid. 


Both Plus Bott 
Sides 50rto 8s 


of Middle 


Face of Face 


60 kilovolts; no filter; half 
value layer, 0.7 mm. of alumi 

100 kilovolts; no filter; half 
value layer, 1 mm. of alumi 


each ala nasi, which compares with a 

dose of 900 r. Thus the lower voltages ten 
protect the nose from excessive radiation. | 
instance, at a voltage of 100 kilovolts the p 


+ 


imal ala nasi receives 12 per cent more and: 


exit dose on the distant ala 10 per cent ) 
radiation in terms of the air dose than 
voltage of 60 kilovolts. This is a total iner 
to each ala of 22 per cent if both cheeks 
treated. These percentages are independen: 
the air dose. 

There is reason at times to give an additi: 
exposure to the middle of the face, but thi 
an extremely hazardous thing to do unless at: 
same time one proportionately reduces th: 
to each cheek. A study of table 6 shows : 
the additional exposure to the middle of the 
may dangerously increase the already large 
to the ala nasi. 

We made twelve measurements during 
exposures with the central beam directed 
the center of the cheek in order to com 
results previously given with those obtain 
the beam was directed at other points 


face. There was less than 2 per cent varia 


> 


between any of the measurements at the cet! 


of the cheek and those made at the zygom: 
area. 

Several measurements were also taken 
exposures of the middle of the face with | 
beam directed to the glabella and to the 
at a target-skin distance of 30 cm. At 00 & 
volts each ala nasi received 92.6 per cent 0!! 
air dose when the beam was centered at! 
glabella and 61.2 per cent when centered at 
chin, as compared with 79.0 per cent at t! 
of the nose. When 100 kilovolts was 
each ala nasi received 114 per cent with! 
beam directed at the glabella and 76 pet 


rent 
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{IVNDREWS ET AL—EXIT 
‘recte at the chin, as compared with 
the tip of the nose. This varia- 
explained by the difference in 


COM MENT 


is interesting to compare the exit dose as 
patients with the water phantom 
easurements previously published * 
ne of us (C. B. B.). With a target-skm 
'cm., a depth of 3 cm. and a large 

lowing values expressed in terms of 
ir dose were obtained: At 100 kilovolts, 
filter and the half value layer equal to 1 mm. 


per cent while the clinical exit dose is 30.5 
ind at 135 kilovolts, filtration through 
of aluminum and a half value layer equal 
of aluminum, the depth dose is about 
per cent and the exit dose 60 per cent. It 
he noted that the exit dose is about 66 per 
t of the depth dose for both qualities of rays. 
principal reasons why the exit dose is lower 
the phantom dose are: first, the greater 
rption of roentgen rays by the bony parts 
the hand than by water; second, the less 
plete contact of the thimble chamber with 
and mattress than with the water of 
hantom and, third, the smaller volume of 
‘tering material when irradiating the hand. 


IRE STOR 


lur results indicate clearly that the air dose 
does not express adequately the amount 
udiation received by the skin and that the 
catter and the exit dose, if any, must be 
mto consideration. Lack of recognition 
these and other physical factors may account 
the discrepancy often found with respect to 
number of roentgens required to produce an 
hema or epilation. 


> 


t the Vanderbilt Clinic, where this work was 
used 400 r measured in air as 
erythema and epilation dose for the factors 
scribed in our paper * ever since it was pub- 
hed, in May 1933. Also, since that date the 
v voltage technic of 60 kilovolts (half value 
', 0.7 nim. of aluminum) has been constantly 
With this dose of 400 r in 
‘a distance of 30 cm. we have produced 
plete lation in over 2,000 children’s scalps 
ie treatment of tinea capitis. The well known 
son-ienbock technic with five placements 
ed. In no children have there been 
overtreatment or of delay in re- 

hair. 


le 
We Have 


Re 


Lom 


by us. 


G. C., and Braestrup, C. B.: Skin 
in Terms of Roentgens in Superficial 
Roentgenol. 29:663 (May) 1933. 
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In many other clinics 400 r is used as the 
erythema dose. In a discussion of this subject 
before the Royal Society of Medicine in London 
on March 18, 1943, Hallam stated, “In this 
country we appear to assume that 400 roentgens 
are equivalent to the epilation dose and_ the 
erythema dose.” Goldsmith ® also found by bio- 
logic determination the erythema dose to be 
400 r. 

As they stated in a recent article, Herrmann 
and Pack,’ of the Memorial Hospital, New York, 
utilized 400 r as the erythema dose for the study 
of variations in sensitiveness of skin on different 
areas of the body and on different persons. 

Belisario and Pugh,* in a comprehensive com- 
pilation of statistics on the number of roentgens 
considered by dermatologists the erythema dose 
in Australia, the United States and Great Britain, 
found the average to be 385 r in Australia, 435 
r in Great Britain and 354 r in the United 
States. These figures were based on data re- 
ceived from individual dermatologists who used 
a number of different technics, including various 
qualities of rays, which may at least partially 
explain the variations. Experience has shown 
that roentgen ray measurements should be car- 
ried out only with instruments calibrated for the 
wavelengths used and the reading of a roent- 
genometer does not necessarily indicate the actual 
radiation output without such correction. 


SUMMARY 


The exit dose and skin dose were measured 
on beth hands of 40 persons and on both feet 
of 12 persons. The quantity of radiation re- 
ceived by the alae nasi in the treatment of acne 
vulgaris determined. Three qualities of 
radiation were used: 60 to 65 kilovolts (half 
value layer, 0.7 to 0.75 mm. of aluminum), 100 
kilovolts (half value layer, 1 mm. of aluminum ) 
and 135 kilovolts filtered with 3 mm. of alumi- 
num (half value layer, 4.5 mm. of aluminum). 


Was 


When both surfaces of the hand are irradiated, 
the exit dose and back scatter increase the skin 
dose over the air dose to each surface of the 

5. Hallam, A. R., in Discussion on the Application of 
Physical Methods in the Treatment of Skin-Diseases, 
Brit. J. Dermat. 55:269 (Nov.) 1943. 

6. Goldsmith, W. N.: Some Notes on the Biological 
Determination of the Erythema-Dose of X-Rays in “r” 
Units, Brit. J. Dermat. 51:126 (March) 1939. 

7. Herrmann, J. B., and Pack, G. T.: Variations 
in Sensitiveness of Different Skin Areas to the Ery- 
thema Dose of Roentgen Radiation, Am. J. Roentgenol. 
51:504 (April) 1944. 

8. Belisario, J. C., and Pugh, R. E., Jr.: Threshold 
Erythema Dose of Roentgen Rays: I. Review of the 
Literature and Comment on Variation of Doses in Use 
in Australia, the United States and England, Arch. 
Dermat. & Syph. 45:519 (March) 1942. 
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hand by the following average percentages: 25 
per cent with radiation produced at 65 kilovolts, 
45 per cent at 100 kilovolts and 78 per cent when 
the radiation is produced at 135 kilovolts with a 
3 mm. aluminum filter. These percentages may 
be applied in practice to any air dose given to 
both surfaces of the average hand. While there 
will be variations due to differences in thickness, 
these are generally too small to require cor- 
rection. 

The exit dose on the feet should also be taken 
into consideration when both sole and dorsum 
are irradiated. 

We calculated the air dose that should be given 
to both the palmar and the dorsal aspect of the 
hand when it is desirable to give 100 r to the 
The air dose should be 

r at 


skin of each surface. 
80 r when 65 kilovolt radiation is used, aj 
mately 70 r at 100 kilovolts and only 5 
135 kilovolts and a 3 mm. aluminum filter. Ii 
one wishes to give 75 r to the skin of each sur- 


5 


face, approximately three quarters of these doses 
should be used. 

The results of our measurements on the face 
show the possible dangers of irradiation of the 
middle of the face when combined with exposure 
of the side of the face. 

It appears from our previous and present work 
that low voltage radiation (at about 60 kilovolts ; 
half value layer, 0.7 to 0.75 mm. of aluminum ) 
has definite advantages over higher voltage radi- 
ation for roentgen therapy of diseases. 

Failure to take into consideration the exit dose 


may be a factor in the common localization of 


radiodermatitis on the hands, feet and middle of 


the face. 


DERMATOLOGY 


SYPHILOLOGY 


AND 


ABSTRACT OF DISCUSSION 


Dr. Harry R. Foerster, Milwaukee: 
any dermatologist not doing research 
physics of roentgen rays has been aware 
dose is as large and as important as the fig 
today indicate. There has been a gradua 
from lower to higher voltages in super 
without sufficient thought having been gi 
dose and its dangers. 

Dr. Andrews indicates in irradiation 
of the hands with 100 r an average incre 
cent at 65 kilovolts, 30.5 per cent at 100 
60 per cent at 135 kilovolts with a 3 
filter. This amounts to a startling incr 
dose over computed dose, particularly at hi 
when series of fractional treatments are 
for eczematous dermatoses, acne and ps 

75 r surface dose the exit dose in tre 
average hand increases the total dose 
one fith at 65 kilovolts and almost doub 
135 kilovolts with a 3 mm. aluminum filte: 

Even though it has not been proved tl 
difference in the biologic effect for equi 
between roentgen rays produced at 50 
those produced at 100 or 135. kilovolts, 
that the therapeutic effect is produced by 
that is absorbed by the skin and not by t! 
that penetrates into the deeper tissues. 

I have never understood the rationale 
dermatoses with radiation produced at voltages 
80 or 100 kilovolts or with filtration in excess 
of aluminum, though this is common practice 
seen undesirable sequelae of such treatment that o 
because the exit dose was not cOmputed in determ: 
doses. 

Dr. Andrews said today that within the pas 
vears 60 to 80 kilovolt radiation has been adopt 
general use at a number of dermatologic clinics an 
has been using chiefly 60 to 65 kilovolts in his 
I believe that the pendulum is swinging back from = 
practical high voltage therapy, possibly imposed 
dermatologist by the type of equipment and faci 
with which he has had to work, to the lower voltg 
at present advocated by Dr. Andrews and others 
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COMBINED BODIAN 
METHOD 


WILLIAM 


AND 
APPLIED TO 


MASSON STAINING 
SKIN 


DUBLIN, M.D. 


LOS ANGELES 


ition of sections of skin with 


ver protein (protargol) method, 


with Goldner’s?  tetrachrome 
Masson's * trichrome method or 
vields interesting results, making 
method * of practical value on 
ons. It differs from the routine 
procedures in substituting protargol 
lin. Protargol makes possible the 

demonstration of melanin (black) ,° 
ind nuclet in general much more 
han is the case with reduced silver 
rate, which are inferior to protargol 
tissue methods. Nerve elements are 
effectively as when the method is 
primarily neurologic tissue; in the 
sented, however, fixation and stain 
re kept simple in order to be prac- 
pecitic demonstration of nerve endings 
require more detailed attention, 
regarding fixation. Such special 
t only entails extra labor but may 
with the general histologic picture. 
not stained with protargol have the 
ce as in routine tetrachrome- 
ns. The ingredients of the counter- 

he varied to suit individual taste; for 


Mallory’s aniline blue-orange G may be 


Masson's method with light green. 
wing procedure has been found satis- 


D Staining of Paraffin Sections of 
with Activated Protargol, Anat. Rec. 

Sept.) 1937. 

A Modification of the Masson Tri- 
ue for Routine Laboratory Purposes, 

14: 237-243 (March) 1938. 

P.: Some Histological Methods: Tri- 

ngs and Their Preliminary Technique, 

1s 12:75-90 (March) 1929. 

\. B.: Combined Staining Method for 
ie, J. Neuropath. & Exper. Neurol. 
1) 1943, 

B.: Bodian Method Applied to 

Melanin, Am. J. Clin. Path. 18:127- 


1. Fix tissue in 40 per cent solution ot formal 
dehyde U.S. P. diluted 1:10. :mbed in paraffin, 
and cut sections at 6 to & microns. Remove 
paraffin with xvlol, and hydrate in the usual 
manner. 

2. Place sections in 1 per cent aqueous solu- 
tion of protargol (Winthrop Chemical Company, 
New York) for from two to four hours. The 
time should be limited and can be varied with 
experience ; too long immersion will produce too 
dark an effect in epithelial and connective tissue. 
For skin a surprisingly short time will suffice. 
In case of tissue that has been in solution of for- 
maldehyde for a long period, preliminary im- 
mersion of the sections overnight in 1 per cent 
acetic acid tends to prevent staining of collagen 
by silver. The solution should be made up not 
more than twenty-four hours before use. If 
necessary, it can be used for two or three series 
of slides. It is not necessary to weigh out the 
protargol ; a light amber-colored solution will do. 
Dissolve by sprinkling the powder on the surface 
of the water; attempting to mix will result in 
gumming. To date, I have found that the addi- 
tion of a catalyst, such as copper, does not alter 
the result appreciably. 

3. Rinse briefly in tap water. 

4. Reduce five minutes in 1 per cent aqueous 
solution of hydroquinone. This may be used 
repeatedly until it loses its apparent strength of 
action. Other reducing agents, including photo 
graphic developing solution, may be used. 

5. Rinse briefly in tap water. 

6. Tone in 0.5 per cent aqueous solution of 
gold chloride until sections turn gray. This solu- 
tion may be used until it loses its strength. The 
use of a metal slide tray will cause a muddy pre- 
cipitate. 

7. Rinse briefly in tap water. 

8. Place in 2 per cent aqueous solution of 
oxalic acid for five minutes or less, as necessary 
to turn sections brownish purple. The solution 


may be used as long as effective. 
361 
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9. Rinse thoroughly in running tap water. 

10. Fix for five minutes in 5 per cent aqueous 
solution of sodium thiosulfate (“hypo”). Change 
the solution about as often as the oxalic acid. 

11. Wash five minutes in running tap water. 

12. Stain five minutes in a mixture of: 3 parts 
I per cent xylidine ponceau, 1 part 0.5 per cent 
azophloxine, and acetic acid to make 0.1 per cent 
in the whole mixture. If ingredients are not 
easily available or if taste suggests, 1 per cent 
acid fuchsin may be used here. 

13. Rinse briefly in 0.1 per cent acetic acid. 


14. Stain five minutes in an aqueous solution 


containing phosphotungstic acid, 1.5 per cent, 


DERMATOLOGY 


AND SYPHILOLOGY 


orange G, 1.0 per cent, and acetic acid, | 
cent. 

15. Rinse briefly in 0.1 per cent acetic a 

16. Stain two to five minutes in 0.02 pe: 
aqueous solution of Masson’s light green 
addition of 0.1 per cent acetic acid. 

17. Rinse very briefly in 0.1 per cent 


acid. 


18. Pass very quickly through 85 and 95 ; 


cent alcohol and dehydrate eight to ten mi: 
in acetone or absolute alcohol. 
and mount in balsam. 


615 South Westlake Avenue. 
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ERYTHEMA 


LLOYD W. 


ELEVATUM 


KETRON, 


DIUTINUM 


M.D. 


BALTIMORE 


1894, under the title “erythema elevatum 
tinum,’” Crocker and Williams? described 
ersistent nodular eruption of the skin occur- 
chiefly in childhood. They stated that 
sdes their case, 1 had previously been re- 
led by Middleton and 1 by Bury. Hutch- 

had recorded a report of a disease, of 

he had seen 4 cases, as “symmetrical 
rple congestion of the skin,” which occurred, 
vever, in elderly men but which Crocker and 
lhams thought resembled the disease of the 
er cases sufficiently to be placed in the same 
up. They spoke of these as of the “Hutch- 
vn type” and those described by Middleton, 
ry and themselves as of the “Bury type.” 
chief differential points enumerated were 
vat the disease in the former variety occurred 
elderly gouty men with no selective locations 
the skin whereas the latter was found usually 
young women with a personal or family his- 
y of gout or rheumatism and the lesions 
ere located over the articulations and palms. 
Hased on the histologic study of their case, 
Bioocker* stated that the lesions appeared to 
ibromas of an inflammatory origin and that 
Bey were probably analogues of subcutaneous 
neumatic nodules. 
Since this original contribution, the disease 
been dealt with in the literature only rarely. 
B. Dalla Favera,* in 1910, reported 2 cases 
@< compared the disease with granuloma an- 
are, and another case was recorded by A. 
ille* in the same year. S. N. Bogdanovitch,° 


From the Department of Dermatology, Johns Hop- 
ns University School of Medicine. 
Read at the Sixty-Fifth Annual Meeting of the 


snerican Dermatological Association, Inc., Chicago, 
ne 19, 1944. 
1. Crocker, H. R., and Williams, C.: Erythema 


evatum Diutinum, Brit. J. Dermat. 6:1, 1894. 

-. Crocker, H. R.: Diseases of the Skin, ed. 3, Phila- 
phia, P. Blakiston’s Son & Co., 1910. 

. Dalla Favera, G. B.: Erythema elevatum diutinum 
| Granuloma annulare, Dermat. Ztschr. 17:541, 1910. 
lalle, A.: Ein Beitrag zur Kenntnis des Erythema 
@ ‘vatum et diutinum (R. Crocker), Arch. f. Dermat. u. 
99:51, 1910. 

Rogdanovitch, S. N.: Erythema elevatum et 
‘fanuloma annulare, Russk. vestnik dermat. 7:233, 
‘J; abstracted, Ann. de dermat. et syph. 10:1030, 


in 1929, also published a case and_ presented 
differential criteria between this disease and 
granuloma annulare. Trimble ® was apparently 
the first to deal with the subject in the United 
States, and he reported a case in 1926. 

In 1929 Weidman and Besancon‘ reported 
2 cases in which the histologic changes were 
unique and did not correspond with any of the 
previously reported observations. They felt, 
however, that up to the time gf their studies 
a sufficient number of cases had not been ac- 
cumulated to establish a well rounded repre- 
sentative symptom complex and for analyzing 
the significance of the Bury and Hutchinson 
forms. This has also been my _ observation. 
None of the observations recorded in the histo- 
logic reports to which I have had access corre- 
spond with those of the aforementioned authors 
sufficiently to identify their cases with any of 
those previously described as cases of erythema 
elevatum diutinum. 

Since this publication, 2 other cases which 
presented the characteristic histologic picture 
described by Weidman and Besancon have been 
reported in the United States: 1 by Combes 
and Bluefarb in 1940,$ and another by Engman, 
Pfatf and Cooper in 1942.9 On the Continent, 
Desiderus Stenger-Kazal,'° and in England, 
A. M. H. Gray, both presented cases in 1932 
with histologic observations, but these were not 
such that they could be identified with Weid- 
man and Besancon’s cases. 

The lack of general knowledge of a well de- 
fined entity corresponding with Crocker and 
Williams’ erythema elevatum diutinum is well 


6. Trimble, W. B.: Erythema Elevatum Diutinum : 
Report of a Case with Comments on Its Nosologic Posi- 
tion, Arch. Dermat. & Syph. 13:383 (March) 1926. 

7. Weidman, F. D., and Besancon, J. H.: Erythema 
Elevatum Diutinum, Arch. Dermat. & Syph. 20:593 
(Nov.) 1929. 

8. Combes, F. C., and Bluefarb, S. M.: Erythema 
Elevatum Diutinum, Arch. Dermat. & Syph. 42:441 
(Sept.) 1940. 

9. Engman, M. F., Jr.; Pfaff, R. O., and Cooper, Z. 
K.: Erythema Elevatum Diutinum, Arch. Dermat. & 
Syph. 45:334 (Feb.) 1942. 

10. Stenger-Kazal, D.: Ein Fall von Erythema ele- 
vatum et diutinum, Dermat. Wchnschr. 94:416, 1932. 

11. Gray, A. M. H.: Erythema Elevatum Diutinum, 
Proc. Roy. Soc. Med. 25:1743, 1932. 
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illustrated by the remarks of Jadassohn in dis- 
cussing Weidman and Besancon’s paper; he 
stated that he had never been able to make a 
diagnosis of erythema elevatum diutinum al- 
though he had seen some cases which recalled 
the disease to him. 

Sir Graham Little, also, in a discussion of 
A. M. H. Gray's patient, stated that he had not 
been sure what the ervthema elevatum diutinum 
of Crocker is. 

Considering the general state of confusion, it 
would seem desirable to start anew, using as 


Fig. 1—Right arm, April 1936. 


a nucleus the cases reported by Weidman and 
Besancon, particularly their histologic criteria, 
and those later studied by Combes and Blue- 
farb and Engman, Pfaff and Cooper. 

Adding to those the 1 herein presented, it is 
felt that the number is impressive enough to 
establish an entity for which one can, tempor- 
arily at least, borrow Crocker and Williams’ 
name of erythema elevatum diutinum although 
unable to identify it as the same disease which 
these authors originally described under this 
title. 

REPORT OF A CASE 


The patient, a white housewife, was under the care 
of the late Dr. J. E. Gately, from April 1935 to April 
1939. I saw her a few times during this period and 
have seen her at various intervals since. When she 
first consulted Dr. Gately, she was 44 years of age. 
The disease had appeared fourteen months previously, 
and, according to his notes, the lesions were limited 
to the region of the feet and ankles and consisted ot 
variously sized, purplish, smooth papules. A diagnosis 
of lichen planus and granuloma annulare was considered. 

During the following year she received roentgen ray 
treatments, solution of potassium arsenite and _ injec- 
tions of a bismuth preparation, but, despite the fact 
that some of the lesions disappeared completely, new 
ones came out and the eruption spread to the arms. 

In April 1936 the first biopsy specimen was removed 
and the diagnosis of erythema elevatum diutinum was 
made. At this time the lesions were limited to the 
outer aspects of the arms, to the lower extremities 
below the knees and around the heels and sides of the 
soles. They ranged in size from that of a large pin- 
head to that of a half-dollar, were moderately elevated 
and slightly scaly and varied from red to a dark pur- 
plish color. They were round or irregular, the largest 
ones being found around the heels. Some had disap- 


peared, leaving a slight pigmentation but no definré 
scars (fig. 1). 

Five months later she was referred to the diagn 
clinic of the Johns Hopkins Hospital for general st: 
She had no general complaint except that she had } 
troubled some with pains in her back and fingers 
one knee for about a year or more. The exami: 
revealed a mild arthritis of the spine, pyorrhea, 
had involved three teeth so extensively that they 
regarded as significant foci of infection, and a cl 
tonsillitis. The blood count was normal: the nonp: 


nitrogen content, 27 mg. per hundred cubic centin , ef 
the blood sugar content, 98 mg., and the uri ao 
tent, 3.8 mg. The Wassermann reaction was nez 


The sedimentation rate was 21. 

During the next two years she had no treatment 
had been troubled little with rheumatism, just 
stiffness and pain in her fingers at times 

In March 1938, Dr. Gately gave her some su! 
amide, which, however, she took only for a few ‘ 
because it nauseated her. : 

Although I had seen the patient a few times 
the preceding three years, my first note was ma 
March 1938. At this time there were about ten | 
on each arm (fig. 2), with a few scattered ove: 
lower extremities and the feet and two on the 
of each hand which had appeared during the past \ 
Those on the upper extremities varied from 0.5 
3 cm. in size; some of them were linear and 
oval or annular. A few of the linear ones were har ious 
showed some puckering of the skin along th 
and, except for the color, resembled keloids 
lesions on the legs were not so infiltrated, and 
of them showed a keloidal appearance. Many 
scarcely elevated at all; others were moderately intla@ ne 
trated, and over the surface were seen dilated capil 
laries and a few little lakes of blood. In some instan 
the lesions had partly or completely disappeared, | 
ing a slight pigmentation. On the calf there was 
dollar-sized area, slightly pigmented, which show 
some little fresh-looking papules around the edge. 1 
same lesion might show a variation in color; for 


Fig. 2—Right arm, April 1938. At this time som@ 
of the lesions on the upper extremities had begun 
assume the appearance of keloidal formations. T! 
specimen for biopsy 4 was taken from a lesion tl 
under surface of this arm at the same time this p! 
graph was made. 


ample, where the infiltration was slight, th 

would be grayish; where the infiltration was moderate 

it would be yellowish, and the thicker portions wou 

have a raw ham or purplish color. The color did not i t] 
fade on diascopic pressure. One gained the impression Wi 
and the patient bore this out, that the disease woul hic 
come and go in the same areas. The patient stated c 
that the lesions were always much more noticeable '% T 

the afternoon than in the.morning. They then look trated ¢ 
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usly'her tonsils had been removed. 


no increase of her rheumatic symptoms. 
however, about 40 pounds 
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elevated, were morte highly colored and were 

ated with pain similar to that which one experi- 

irom being pinched. 

June 1938 she had five teeth extracted. During 

llowing year Dr. Gately treated several lesions 

radium and also gave her nine injections of gold 
thiosuliate, without apparent permanent 


any 


Right arm, April 1943. Most of 
sumed a keloidal aspect quite different from that 


the 


the lesions 


lower extremities. Compare with figure 5 


Dr. Gately’s death, I took charge of the patient 
ide my next note in August 1941. At this time 
the lesions, especially on the legs, had disap- 
but the process had continued to extend and 
ppeared on the backs of the hands and fingers 
the buttocks and knees. She had had an attack 
e throat and had taken a short course of sulf- 
ide, which again made her sick. About one year 
Her general 
remained good. She still had a little stiffness 
fingers but nothing that gave her particular 
fort. During the following three months I gave 
elve injections of staphylococcus toxin, without 
nefit. 
ough I saw her off and on during the following 
ars, my next note was made in 1943. There had 
She had 
and felt 


(18.1 Kg.) 


Fig. 4—Hands, April 1943. 


run down. There had been a gradual in 
the number of lesions. One was struck par 
with the bizarre configuration of those on the 
hich were mostly linear, assuming various 
configurations from straight lines to fish 
nd crosses (fig. 3). They were dark red, 


d and slightly scaly and in general contour 
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and appearance, except for the color, resembled keloids 
that had followed scratch marks. Over the backs of 
the hands, particularly the knuckles, there were large 
infiltrated nodules or plaques of a purplish red color 
(fig. 4). There was one on the right ear and several 
on the buttocks and knees, many of which had become 
confluent, forming irregular configurations, with areas 
of resolution, either centrally or peripherally located, 
the lesions were only slightly or not at all 
elevated and presented a moderate pigmentation (fig. 5) 
\s previously noted, these lesions were different in 
their general contour from those on the arms. There 
plaques around the feet and heels, but 
that present in 1936 had disap 


where 


were also some 


some of those were 


peared, leaving no scar or discoloration of the skin 
whatever. The patient stated that frequently little 
nodules resembling blood blisters would appear in areas 


which had undergone more or less complete resolution 
and would last only for a short time. She still com 
plained of a great deal of pain in her hands, particu 
larly in the afternoon, when the lesions were more 


1943. The 


lesions 


—Buttocks, 
moderately elevated, fairly soft and scaly. 
partial and others complete central or peripheral clear- 
ing. 


April 


were 
Some showed 


A short time aiterward, I was able to persuade her 
to enter the hospital for another general check-up, but 
more particularly so that I could try out under proper 
observation the effect of one of the sulfonamide com- 
She entered on April 2, 1943 was 
During this time she took 


pounds. and dis- 


charged three weeks later. 


sulfadiazine, the blood levels ranging from 10 to 16 
mg. per hundred cubic centimeters. Use of the drug 
was continued for three weeks after she went home 


Her gen- 
eral physical abnormal, 

he blood count and differential distribution were 
A roentgenogram of the chest showed a large 
group of calcified nodes at the root of the left lung. 
Cultures of material from the throat showed a normal 
Analysis of the blood showed values as follows: 
meg. hundred centi- 
mg.; total serum protein, 7.13 


but apparently had no effect on the disease. 


examination showed nothing 


flora. 


nonprotein nitrogen, 36 per cubic 
3 


creatinine ] 


meters: 


Gm. (albumin 4.56 Gm. and globulin 2.57. Gm.), 
cholesterol, 281 mg., and sugar, 78 mg. The sedi- 
mentation rate was still elevated to 21, as six years 


One of the lesions on her arm was excised, 
a small portion of it being used for histologic study 
and the remaining portion for culture. No organisms 
were found except a few white staphylococci. 


previously. 
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My next contact with the patient was in May 1944, 
when Dr. Fred Weidman and I visited at her home. 
She felt well and stated that her only complaint was 
the discomfort from the burning pain in her hands. 
Although she did not feel that she had made any 
improvement, I could see that there was a definite 
decrease in the size of some of the lesions on both the 
upper and the lower extremities. One lesion on the side 
of the right great toe had superficially ulcerated several 
months previous to our visit. A few of the lesions on 
the knees had also begun to assume a keloidal hardness 
similar to that which had developed on the arms several 
years before, and the nodules on the hands were firm. 
We were unable to examine the buttocks. 

Histologic Examination.—Five 
moved for biopsy, specimens 1, 2 and 3 in 1936, specimen 
4 in 1938 and specimen 5 in 1943. The first three are 
not numbered chronologically but are presented in the 
order of my interpretation of the pathologic process. 


specimens were re- 


DERMATOLOGY 


Fig. 6.—Biopsy 1. Hematoxylin and eosin stain. 


AND SYPHILOLOGY 


malpighian layers. In the cutis only three or fou 


blood vessels in the upper third, which could be « 


in 1 field of the low power of the microscope, 
characteristic changes (fig. 6). These 
or completely surrounded by a dense mantle 


were part 


morphonuclear neutrophilic leukocytes with an occa. 


lymphocyte. 
and disrupted by invading leukocytes, whic} 
swollen and proliferating endothelial cells. aln 


In some cases the walls were eden 


structed the lumen, but thrombi could not be jden: 


The polymorphonuclear leukocytes were main|\ 

to the perivascular mantles, but in some of th: 
cells or nuclear fragments were found in th 
between the affected channels. 


the small group of blood vessels just noted, near 


of the others in the upper half of the entire 
showed a variable degree of dilatation and a peri, 
infiltration consisting mainly of lymphocytes. T} 


contained portions of two hair follicles and son. 


tion of polymorphonuclear leukocytes with some endothelial proliferation. 


All were secured from the arms with the exception of 
specimen 3, which was excised from the calf. The 
specimens were fixed in Helly’s fluid (potassium bi- 
chromate, sodium sulfate, mercuric chloride and solution 
of formaldehyde) and stained with various dyes, in- 
cluding hematoxylin and eosin, Masson’s trichrome 
stain, Mallory’s stain for connective tissue (with and 
without acid fuchsin), Geimsa’s and Wilson’s stains, 
Verhoeft’s stain for elastic tissue, a silver reticulum 
stain, and a few others which were not satisfactory. A 
part of one of the specimens was also stained with 
sudan III, but no fat was present. 

Biopsy 1: This specimen represented a small papule 
4 or 5 mm. in diameter, which in appearance and size 
suggested a very early lesion. It was cut serially so 
that the entire lesion was subjected to microscopic 
examination. 

The epidermis showed no remarkable change. There 
was a little acanthosis and edema of the basal and 


glands which showed no apparent abnormal 
The elastic tissue was not affected. 
Biopsy 2: 


roughly 1 cm. in diameter. Here the central { 


the disease affected ten or twelve blood vessels | 


upper third of the cutis (figs. 7 and 8). These 


the same dense perivascular mantle of polyn 


nuclear leukocytes, which in some cases partial! 


the lumen of the vessel, especially when associate’ 


proliferating and swollen endothelial cells. 
specimen the “toxic hyalin” described by Weidn 
Besancon made its first appearance and was 


around most of the involved vascular channels 


the wall and a rather wide margin of surrounding 


nective tissue had been replaced by an irregu 
work of coarse fibers which stood out becaus: 


appearance but more particularly because of their sta 


Besides the chang 


This specimen represented a larger ! 


A very early lesion showing a dense perivascular intilt 


/ 
ng 

ig. 8.— 
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Fig. 8—Hematoxylin and eosin stain. 
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r actions. With hematoxylin and eosin they were 


hat darker than the surrounding normal pink- 


ig connective tissues. With Wilson's stain they 


ted a much deeper pink than the normal con- 
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the green of the surrounding tissues, whereas with 
Mallory’s stain they were a yellowish red against a 
surrounding blue. If the acid fuchsin was left out 
of the latter stain they took on a lemon yellow hue. 


‘ 


Fig. 7—Biopsy 2. Hematoxylin and eosin stain. A lesion somewhat more advanced than that « 
ing the presence of “toxic hyalin” around the vessels, which in this instance retained some of the hema 
1 stain. 


ot figure 6, 


cks of “toxic hyalin” around a small blood vessel. 


tive 


tissues. The contrast, however, was most 


autitully portrayed with Masson’s trichrome stain 
| Mallory’s stain for connective tissue. With the 


rmer 


they showed a deep reddish brown color against 


High magnification of one of the vessels shown in figure 7. Note heavy 


Most of the vascular channels in the peripheral portion 
of the section presented a moderate perivascular infiltra- 
tion either of lymphocytes or of a mixture of lympho- 
cytes and polymorphonuclear leukocytes with a few 
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advanced and larger than those previously cd 
Here the majority of the visible blood channels ¢ 
out the entire cutis and in the fat columns were 
Many of them were surrounded by a dense : 


eosinophils. The vessels in the lower third of the cutis 
and the adjoining fatty layer showed no noteworthy 
changes. The elastic tissue was not materially affected 
except immediately around the blood vessels. 


Fig. ©.—Biopsy 3. Hematoxylin and eosin stain. Endothelial hyperplasia in the blood vessels 


+ 


trichrome stain. This biopsy specimen was removed from t 


Fig. 10—Biopsy 4. Masson's 
There is some new formation of blood vessels, a! 


the lesion had begun to show fibrotic changes. 
nective tissue fibers form a loose lacelike network with cells of various types lying in the vacuolar s| 
is still an abundant amount of “toxic hyalin” around the vessels. 


This was the first specimen studied and leukocytes with a variable amount of “t 
Others presented decided thickening of the! 
endothelial hyperplasia, to the point of 


Biopsy 3: 
the only one removed from the lower extremities. It 
apparently included the entire lesion, which was more 


3 
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1 (fig. 9). This phenomenon occurred either with 
ithout an associated perivascular infiltration o 
hyalin” formation and was much greater than 
of the biopsy specimens taken from the upper 
mities. In the fat columns and around the sweat 
the leukocytic infiltration was striking. Besides 
lymorphonuclear neutrophils there were many 
phils with some lymphocytes and other larger 
uclear “Toxic hyalin’” formation was 
int, around both the open and the occluded vessels. 
of these were readily identified as small arterioles. 
of the small arteries, however, along the margin 
fat appeared normal, but one was seen which 
necrotic although the lumen was still open. A 
the sweat glands showed pathologic changes 


cells. 
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nodular thickening in which the collagenous bundles 
had been split up into a poorly cellular fibrous tissue, 
forming a most irregular lacelike network, in the 
openings of which could be seen one or more cells or 
nuclear fragments (fig. 10). Most of these were poly- 
morphonuclear leukocytes with a few lymphocytes and 
an occasional eosinophil. Frequently, however, larger 
oval or round cells or cell shadows and red blood cells 
were present in these vacuolar spaces. There were many 
new, small vascular channels around which there was a 
concentration of the cellular infiltrate, and in most cases 
there was a variable thickness of the “toxic hyalin” 
mantle. This mantle did not stand out in contrast 
with the surrounding connective tissue so strikingly 
with the hematoxylin and eosin stain as it did in the 


ed isly, the ones most involved were found where — sections previously described, since it was similar in 
oa vas little or no inflammatory reaction. In some appearance to the sclerotic irregular blocks of the inter- 
4 
ig. 11.—Biopsy 5. Hematoxylin and eosin stain. This specimen was taken from the arm in April 1943, five 
irs later than biopsy 4. All the lesions on the arm had assumed the appearance of fibrotic linear nodules except 


color. 


tubules the secreting cells were swollen, vacu- 
atrophic and occasionally had become detached 

e surrounding basement membrane, which in 
instances had become thickened and hyalinized 
ith “toxic hyalin”). The elastic tissue was 
served except about the vessels most seriously af- 
|. The epidermis showed no important changes. 
4: This specimen was removed in 1938, 
two years later than specimens 1, 2 and 3. At 
some of the lesions on the arms had begun 

1¢ a keloidal appearance in shape and feeling. 
psy specimen was excised through one of these 
sions at its most constricted portion. Here the 
pic picture was in some respects quite different 
it which has been previously described. The 
tissue was represented by a circumscribed 


Here one sees a fibrous formation in the cutis with few blood vessels and no “toxic hyalin.” 


vening spaces. It did, however, take a slightly darker 
red tint and could in the majority of cases be identified 
if one was looking for it. With Masson’s trichrome 
and Mallory’s connective tissue stains, however, it stood 
out beautifully and sharply against the surrounding 
fibrous tissue, assuming the same tinctorial characteris- 
tics as have been previously described, the fibrous 
tissue staining in the same manner as normal collagenous 
fibers. There were no hair follicles or sebaceous glands 
in the nodule, and the elastic tissue had disappeared. 
In the deeper tissue beneath the nodule the sweat 
glands and blood vessels appeared normal. The epi- 
dermis showed no notable changes except obliteration 
of the pegs. 

Biopsy 5: This specimen was removed in April 1943 
from the arm. At this time the lesions had all assumed 
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the keloidal appearance, except for color, which had 
begun to take place five years previously, when specimen 
4 was obtained. The lesion was a rather richly cellular 
fibrous nodule made up mostly of connective tissue cells 
and lymphocytes with a few polymorphonuclear leuko- 
cytes scattered here and there (fig. 11). At certain 
areas, especially around the periphery, the infiltration 
was rather dense and massive and composed almost 
entirely of lymphocytes. 

The small blood vessels were thickened; a few were 
patent, but the majority appeared as solid cords of con- 
nective tissue. The “toxic hyalin” and elastic tissue 
had disappeared. No changes were noted in the blood 
vessels and sweat glands in the tissues beneath the 
nodule. In the epidermis the rete pegs were flattened 
out. 


COMMENT 


In this patient, who has been under observa- 
tion for nine years, I was able to trace fairly 
satisiactorily the evolution of the disease both 
clinically and histologically. The lesions began 
as small reddish papules, some of which gradu- 
ally enlarged to several centimeters in diameter. 
Complete or partial involution took place, re- 
sulting in annular, crescentic or other irregular 
configurations. The disease recurred at times 
in the same locations. The color varied in the 
same lesions from a dark gray to a deep red 
or purple, apparently depending on the activity 
of the process in that particular portion. The 
amount of infiltration varied from _ patches 
hardly palpable to patches which showed a 
moderate elevation, and at times dilatation of 
the surface capillaries up’ to the formation of 
little lakes of blood was observed on the lower 
extremities. After about three vears the picture 
began to change on the arms. Here some of the 
lesions were found to be more elevated and 
nodular, and as time passed they all changed 
into linear or irregular hard nodular formations 
which eventually resembled keloids except for 
the color. Curiously, this evolutionary phe- 
nomenon was not observed on the lower ex- 
tremities until the last interview, in May 1944, 
when some of the lesions on the lower extrem- 
ities appeared indurated in certain portions and 
the nodules on the hands were for the most part 
firm. Why this fibrous transformation ap- 
peared so much earlier on the arms than on 
the lower extremities and why the lesions as- 
sumed such a bizarre configuration in the former 
location during this process I have no explana- 
tion to offer. 

In the histopathologic evolution the earliest 
lesion showed a dense perivascular infiltration 
consisting mostly of polymorphonuclear neutro- 
philic leukocytes associated with disruption of 
the walls of the small blood vessels and a 
variable amount of endothelial proliferation 
(biopsy 1). As the disease progressed more 
vessels became affected and “toxic hyalin’”’ made 


DERMATOLOGY..AND 


SYPHILOLOGY 


its appearance (biopsy 2). Later the ch 
had extended down into the fatty laye: 
endothelial proliferation was so great in 
vessels as to occlude completely the 
(biopsy 3). No fibrotic changes in the c 

tive tissue, however had taken place at 
stage, and it is felt that this would rep: 
about the maximum degree of inflamn 
reaction which would precede a more 
quiescent state, resolution or fibrosis. \\hen 
the last phenomenon ensued, the lesion was 
verted into a nodule made up of a lacelike net- 
work of moth-eaten connective tissue, 
interstices of which contained one or 
cells of various types (biopsy 4). New thickened 
blood vessels were present, and “toxic h 

had formed around most of them. 
tissue had disappeared. In the last stage, 
shown in biopsy 5, one saw only a fibrou 
nodule with few vascular channels and 
“toxic hyalin,” partially surrounded by a rathe: 
dense wall of lymphocytes. Whether or no 


such a lesion still retained any pathologic re-| 


sponse to the etiologic agent one could, 


course, not definitely say; but since the diseas 


on the arms had gradually progressed up to th 
time when this biopsy specimen was removed 
it is most likely that foci of activity were stil! 
present in portions of at least some of 
lesions. 

The interesting question arises as to how 
specific are the clinical and histologic changes 
in this disease as illustrated by the 5 cases sery- 
ing as a nucleus for this presentation, namely, 
the 2 published by Weidman and Besancon, the] 
1 by Combes and Bluefarb, the 1 by Engman,| 
Pfaff and Cooper and the one herein reported. 
They all showed more or less persistent red- 
dish or purplish patches or nodules with some 
tendency to occur around joints or other points 
of pressure. In 2 cases, partial or complete 
resolution of the lesions was noted, and ulcera- 
tion or erosion may occur. Two patients wer 
female and 3 were male, which would hardl 
be in accord with Crocker and Williams’ orig- 
inal dictum that the Hutchinson type of er 
thema elevatum diutinum was found in elder| 
gouty men. A rheumatic background was pres 
ent in Weidman and Besancon’s cases. 
Pfaff and Cooper’s patient had had som« 
in the neck and shoulder for a time, but this 
disappeared after extraction of a tooth. 
rheumatic history was noted in the case 
Combes and Bluefarb. My patient had ! 
some fairly uncomfortable rheumatic pains 
several years and at her first general exam 
ination showed some hypertrophic arthritis 0! 
the spine, but in the past five or six years she 
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ys had little discomfort. This may, to some 

xtent at least, be due to the fact that suspected 

f infection in her teeth and tonsils had been 

‘ated. These procedures, however, had no 

nce on the course of the eruption. 

\\hen she was hospitalized, in 1943, the medi- 
msultant was not impressed at all with the 
rtance of the rheumatic factor in her case 

spite the accelerated sedimentation rate. 

e histopathologic aspects of the disease, 
wever, appear to be more specific, and it is 
eved that the characteristic changes, namely, 
nse perivascular infiltration of polymorpho- 
lear leukocytes, disruption of the vessel walls, 

a variable degree of endothelial prolifera- 
n and the formation of “toxic hyalin” would 
found in all cases if enough material were 
lied. If the lesion subjected to histologic 
mination, however, happened to be a very 

one or one that had undergone fibrosis, 

‘result would, of course, not be conclusive, 


ence the presence of “toxic hyalin” is the most 


stinguishing feature of the disease. 

| was much interested in trying to determine 
hether this hyaline material could be found 
round the vessels in any other inflammatory 
ermatosis besides erythema elevatum diutinum. 


For this purpose I looked over the sections from 


cases of various toxic erythemas and found 2 
ses which presented histologic pictures show- 
ng the same type of inflammatory reaction and 


oxic hyalin formation as that which character- 


this disease. 


One was the case of a white woman, aged 49, whose 
ption had developed three months before her coming 
he dermatologic clinic in 1939. There were numerous 
sions on the forearms and legs which varied in size 
m that of a pinhead to that of a finger nail. They 
ere described by Dr. Goodman as rounded or angular 
nkish macules or papules, some of which were 
rpuric. He stated that the lesions resembled in 
me areas erythema multiforme and around the elbows 
psoriasiform lichen planus. The patient complained 
i rheumatic pains in her legs, and several years 
reviously she had been treated in the hospital for 
hilis of the central nervous system. She came to 
clinic for about two months, and at her last visit 
‘was remarked that painful swellings had developed 
none great toe and on the inner side of the right 
ee] but that the generalized rash appeared to be 
ter. The only other information available con- 
ning this case was a notation made in 1940, when 
€ was visited by a social service worker. No mention 
ide of any complaint of a disease of the skin. 
second patient was a Negro woman, aged 36, 
is seen in the medical dispensary in February 
mplaining of nausea, headache and night sweats 
rash on her legs of a few days’ duration. A 
| diagnosis of oral sepsis and chronic tonsillitis 
le. Her rash consisted of pea-sized to palm- 
eals or confluent patches, which were dull red. 
lays later the biopsy specimen was taken. The 
vas seen one week later, and a note was made 
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that the lesions were clearing. In July 1933 her 
tonsils were removed, but no note was made with 
reference to any eruption. She was also in the hospital 
again, in March 1935, complaining of vomiting, head- 
ache, vertigo and weakness and pain in the legs. Here 
she was studied thoroughly, and at first her trouble was 
thought to be due to a femoral or pelvic phlebitis. A 
muscle biopsy was made, and one artery showed changes 
suggesting periarteritis nodosa. At this time she 
apparently had no eruption, since nothing of this char- 
acter was noted on the history. 

From the clinical standpoint, particularly, it 
would be rather difficult to classify this erup- 
tion as erythema elevatum diutinum since it 
apparently was not of long duration. The first 
case, however, could possibly have been an 
instance of this disease, but, of course, it was 
not followed long enough to make a definite 
diagnosis. These 2 cases, particularly the latter, 
suggest that the formation of “toxic hyalin” 
may be found not only in erythema elevatum 
diutinum but occasionally in other diseases of 
the toxic erythema type, 
rarely. 


although perhaps 


The nature of this so-called “toxic hyalin” 
has aroused considerable interest in the study 
of this case. Weidman and Besancon expressed 
the belief that it represents a hyaline degenera- 
tion of the fibrous tissue around the capillaries. 
They pointed out that reticulum fibers under 
toxic influence may become hyperplastic, swell 
and assume the form of collagen. 

In our material, however, as seen in some of 
the larger arterioles, the whole vessel wall ap- 
peared to have given place to this material and 
a reticulum stain of sections from biopsy 4 
showed perivascular reticulum fibers which 
were normal in appearance and size. I was 
unable to determine whether the pattern was 
the same as that of the “toxic hyalin,” but the 
impression was gained that it was in some in- 
stances and perhaps constituted the core of the 
toxic hyalin fibers outside of the musculur coat. 

Von Glahn and Pappenheimer described 
similar changes in the small peripheral arterioles 
and capillaries of some internal organs in pa- 
tients with rheumatic heart disease, which they 
believed to be caused by an exudation of fibrin 
into and about the vessel wall. This fibrin 
appeared in the form of coarse interlacing 
strands, staining pink with eosin, yellow with 
Van Gieson stain and blue with Weigert’s stain 
for fibrin. The “toxic hyalin” in my case also 
showed a similar staining reaction, although in 
some of the sections (biopsy 2) it tended to 


12. Von Glahn, W. C., and Pappenheimer, A. M.: 
Specific Lesions of Peripheral Blood Vessels in 
Rheumatism, Am. J. Path. 2:235, 1926. 
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retain the hematoxylin when differentiation was 
not carried too far (fig. 11). Weidman and 
Besancon also secured a blue stain in the study 
of their cases by the Gram-Weigert method, 
but they asserted that it was not specific for 
fibrin. 

In the present study, sections from two rheu- 
matic cutaneous nodules were stained with 
Masson's trichrome stain. Both lesions showed 
large areas of necrosis as well as some “fibri- 
noid” changes in the connective tissue. Fibers 
affected by the latter process resembled and 
stained in the same manner as the “toxic 
hyalin” in erythema elevatum diutinum, al- 
though they did not have the characteristic 
perivascular distribution. Bennett, Zeller and 
Bauer ** have expressed the belief that these 
“fibrinoid” changes in rheumatic nodules of the 
skin are largely due to exudation of fibrin and 
plasma into and between the collagen fibrils. 

Old fibrin deposits in thrombi and pericarditis 
were found in some areas to assume a size, 
shape and staining reaction similar to those of 
“toxic hyalin.”’ 

It is therefore believed that the “toxic hyalin”’ 
found around the blood vessels in erythema 
elevatum diutinum is either fibrinous material 
which has been deposited between or around 
the damaged fibers of the vessel wall and to 
some extent the surrounding connective tissue 
or “‘fibrinoid” changes of those tissues if the two 
phenomena are different and that the process 
is similar to that which has been described in 
rheumatism. No claim is made, however, that 
the lesions of erythema elevatum diutinum are 
of rheumatic origin, for, in general, they do 
not resemble histologically rheumatic nodules 
and a rheumatic background for the disease has 
apparently not been present in all cases. No 
clue as to the cause of the disease was uncovered 
in the study of the present case. I was unable 
to find Streptococcus ignavus, which was suc- 
cessfully isolated by Weidman and Besancon 
from tissue removed from 1 of their patients. 
The nodule which was used, however, for cul- 
ture in the present case was an old one which 
had undergone fibrosis and could not be con- 
sidered as an ideal one for this purpose. 

No resemblance whatever was seen between 
erythema elevatum diutinum and granuloma 
annulare, and it is believed that they are entirely 
different diseases. 

SUMMARY 


A patient with erythema elevatum diutinum 
was under observation and the evolution of the 
13. Bennett, G. A.; Zeller, J. W., and Bauer, W.: 


Subcutaneous Nodules of Rheumatoid Arthritis and 
Rheumatic Fever, Arch. Path. 30:70 (July) 1940. 
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disease followed both clinically and histological), 
over a period of nine years. The disease as 
described in 4 of the cases occurring in the 
United States presents such unique histolog: 
features that these cases may serve as a nucleus 
for a dermatologic entity. It is not known 
whether these cases are instances of the sam 
disease as was originally described by Crocker 
and Williams as erythema elevatum diutinum, 
since their histologic study was too brief to] 
make identification certain. 

The disease in the case herein reported 
proved entirely unresponsive to such therapeutic J 
measures as sulfadiazine, gold sodium thio- 
sulfate, solution of potassium arsenite, staphylo- 
coccus toxin and roentgen radiation. 

No suggestive etiologic factor was discovered. | 


ABSTRACT OF DISCUSSION 

Dr. Frep D. WEIDMAN, Philadelphia: Beyond que: 
is its causation, and I must say that whereas Besan 
and I favored a toxic causation (and more likely 
infectious one) the matter must still be left open. Th: 
toxic hyalin, which Dr. Ketron has discussed so cart 
fully, is distinctive because it stains intensely pink wit 
eosin, besides having the smooth, glassy appearance 
common to all of the hyalins. This is not matched | 
the hyalins which come about as the result of a simpli 
shutting off of nutrition or of malnutrition in general 
and it was largely on that basis that we felt at first 
that the disease was of bacterial nature. Moreover 
we had cultured Streptococcus ignavus from the lesio 
It must be remembered, though, that toxic agencies] 
other than bacterial ones operate in the body and car 
induce inflammation. Gout is one of the outstanding 
examples; in the gouty toe there are high grade inflam-] 
matory reactions. Perhaps it is pertinent that t! 
disease was first described in England—the nation 
gouty and rheumatic subjects. 

Perhaps Dr. Ketron’s paper has been of value, t 
in reconciling the Hutchinson and the Bury types 
this disease. The former is the type which Dr. ketr 
illustrated this morning in the earlier years of the pa- 
tient’s history. The Bury type is one in which th 
lesions are of a hard, almost keloidal, type. I recal 
that in our paper Dr. Besancon and I took advantag 
of the opportunity to discuss rheumatic dermatoses 1 
general, and that we felt that perhaps the Bury ty; 
was an end stage of the Hutchinson type. Here, | 
this patient of Dr. Ketron’s, there is a combinatio! 
of the two kinds of lesions. 

The vascular changes illustrated in the lantert 
might make one think for but a moment of periarteritis} 
nodosa. Rich claims to have induced this disease ! 
rabbits by allergic mechanisms, but I must say that 
it is difficult for me to understand how an allerg! 
mechanism can produce such extreme tissue 
as are seen in periarteritis nodosa. However, it 
time and experimentation to discover just wl 
scope and limitations of any process are. Ili 
results are corroborated, though, the possibilit: 
be entertained that erythema elevatum diutinum 
one more expression of allergy. However, not 
an allergist myself but rather more like Dr 
O’Leary, who does not believe in allergy, | \ 
accept this as the last explanation of the caus« 
disease. 
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JoserpH J. Etter, New York: This is com- 


tly in the realm of speculation, but I wondered 


ier Dr. Ketron noted any signs of keloidal ten- 
elsewhere in the patient. I could not help get- 


g the impression that this patient had a_ keloidal 


ney which produced these keloid-like lesions on 
us inflammatory eruptions, such as erythema 
tilorme, and that the original inflammatory proc- 
acted the same as external trauma and caused 
eloidal-like lesions. 
Cart W. LayMmon, Minneapolis: Some years 
rbach described a rare form of lipoidosis which 
rmed extracellular cholesterosis. Some of the 
irom the Mayo Clinic and our group in Minne- 
had a chance to study a similar case, and from 
inical standpoint Dr. Ketron’s case is practically 
tical with ours. The keloid-like nodules on the 
of the hands and over the tendo Achillis are 
cteristic. Other lesions in both of these cases 
d a resemblance to erythema multiforme. 
ould like to know the results of stains for lipids 
his case. The sections in our case, which were 
with hematoxylin and eosin, resembled the 
micrographs which Dr. Ketron showed today. 
RED D. WetpMAN, Philadelphia: I think that 
for cholesterol were not employed. I am sure, 
that Dr. Ketron would have recognized choles- 


without resorting to them. As a matter of fact. 


ent board examinations, in a paraffin section of 
itofibroma lenticulare stained with hematoxylin 
eosin, cholesterol was present, and the candidates 
gnized the cholesterol. 
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I should also like to remark that the angiokeratoma 
ot Fordyce and Sutton may resemble this complex at 
least as reported by Wile and Belote (Wile, U. J., and 
Belote, G. H.: Angiokeratoma: Confused Clinical and 
Pathologic Picture, ArcH. Dermat. & SypH. 18:501 
[Oct.] 1928) and I had occasion to refer to their 
communication in connection with the case of a patient 
shown recently at a meeting of the Atlantic Dermato- 
logic Conference in Washington in which an original 
diagnosis of Kaposi’s sarcoma was disproved by the 
histologic sections. The latter resembled erythema 
elevatum diutinum. Dr. Wile saw the patient later 
and suggested a diagnosis of angiokeratoma of Fordyc« 
and Sutton. 

Dr. Lioyp W. Kertron, Baltimore: I want to apolo- 
gize to Dr. Templeton. I read his article but thought 
the case he reported was one of granuloma annulare. 
I do not feel that there is any resemblance between 
this disease and erythema elevatum diutinum, particu 
larly from the histopathologic standpoint. 

With reference to Dr. Eller’s remarks, this patient, 
as illustrated in the lantern slides, acquired these keloid 
like lesions on her upper extremities seven or eight 
years before she began to show similar changes on the 
lower extremities. There was no particular tendency 
to the formation of keloids of the ordinary type so 
far as could be determined, although she did feel that 
the lesions on her arms had been produced by scratches 
during an allergic study when she was first examined 
in the diagnostic clinic. This, however, could not have 
been altogether true, since lesions were present on the 
arms at this time. 

In answer to Dr. Laymon, sections were stained for 
fat, but nothing suggesting a lipoid substance could be 
demonstrated. 
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NEVUS ANEMICUS 


F. O. PIORKOWSKI, M.D., 


NAIROBI, 


The first case of nevus anemicus was reported 
by H. Vorner in 1906, and the name “nevus 
anemicus” has found general recognition; it is 
doubtful whether “nevus ischemicus s. hyphemi- 
cus,”” as suggested by F. Parkes Weber (1929), 
is more appropriate. This type of nevus was at 
first thought to be extremely rare (Seeger offered 
a study of 1 case as a thesis for the M.D. degree 
in 1908), and it does not seem to have caught the 
attention of British and American dermatologists 
to a great extent. Sir E. G. Graham Little pre- 
sented the first case in Britain in 1921, and it is 
not frequently mentioned in the American litera- 
ture. But the disease deserves more study, and 
a review of the work done on the subject may 
offer some points of general interest. 

The nevus is actually not extremely rare (in 
nineteen years I saw 7 cases); but it probably 
often escapes notice, as it hardly ever causes any 
complaint and does not disfigure the patient to 
any great extent. It is usually discovered inci- 
dentally in patients who seek medical advice for 
some other complaint, and in many cases the pa- 
tients have been unaware of it. 

The past history is usually vague; as a rule, 
the patient is unable to say when the nevus was 
first observed. Bagnoli (1925) reported 2 cases 
of its occurrence in women, in whom it was seen 
to develop within a few years. 

The clinical picture is simple: On one or more 
sites one notices areas of varying size and shape 
which appear distinctly paler than the surround- 
ing skin. In most cases described they were 
situated on the trunk (in 5 of my 7 cases), but 
the face and extremities are not exempt. The 
shape of the lesion is characteristically blotchy or 
corymbiform: a larger pale area surrounded by 
smaller satellite spots or a number of grouped 
small spots arranged “like the fronds of maiden- 
hair fern” (Graham Little). Linear arrange- 
ment of a nevus anemicus has been described in 
1 case, in which it affected an arm (Piorkowski 
[1927] ). 

The diagnosis is facilitated by a simple test: 
Pressure with a glass slide renders the area of 
the nevus indistinguishable from the blanched 
surroundings, while irritation with a brush or 
application of heat makes it stand out clearly 


(VOERNER) 


L.R.C.P., L.R.C.S. (EprnsurcH) 
KENYA 


against the hyperemic normal skin. F. Parkeggfound 


Weber (1931) noticed that thermic irritation ; 
intensive and prolonged caused hyperemia oj ¢ 
nevus area too; but this does not seem to be 
constant reaction. 

The nervous sensitivity of the nevus area | 
normal in all respects. The skin looks well nour 
ished and not atrophic. 

In the differential diagnosis one has to con 
sider depigmentations and leukodermas of all 4: 
scriptions, but the tests mentioned before shou! 
help to establish the diagnosis without diff 
culty. Anemic nevi are found: (1) as isolat 
occurrences in apparently healthy persons, (2 
in a number of patients with Recklinghausen’ 
disease (Naegeli 1915), frequently combine 
with café-au-lait and with blue nevi, (3) in som 
patients with multiple vascular malformation 
with involvement of the meninges ; telangiectat 
nevi are always present in these patient 
(F. Parkes Weber [1929, 1932] ). (Vasculat 
pigmented and anemic nevi may, however, occ: 
in the same person without any apparent neur 
logic disorder. ) 

From the beginning there has been gener 
agreement that the nevus anemicus belongs t 
the congenital malformations, but the exact na 
ture of this malformation was not clearly unde: 
stood and gave rise to some speculation. 

Histologic and dermatoscopic examinations 
anemic nevi gave contradictory results: Vorn 
reported in his first paper (1906) that he foun 
the regional small blood vessels diminished ! 
number and size and the muscular coat of th 
arterioles missing. He concluded that the les! 
was simply a manifestation of a regional vascula 
aplasia, severe enough to cause the affected sk! 
to appear anemic, but not sufficiently advanced! 
cause a disturbance of nutrition. Sprinz 
(1910) suggested as a cause an obliteration 0! 
small arterial trunk which occurred in early "1 
trauterine life and led to aplasia of the cutaneou 
vessels supplied by it, but nothing has been foun 
to support this theory. The histologic obser 
tions reported by Chatellier (1918-1919) 
rather startling: He reported general atrophy 
the skin, flattening of the papillae and abset 
of the granular layer in the epidermis. None 
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‘he other authors has been able to see these 
hanges; on the contrary, Fischer (1909), Stein 
1910) and Hirota (1924) found the skin free 
‘om abnormalities of any kind. 

Dermatoscopy also failed to give undisputable 
results: Saphier (1921) saw parakeratosis, dim- 
nished vascularity of the papillae and groups of 
mast cells in the corium (!); Komaya (1923) 
found only a slight lessening of the papillary ves- 
vis, while Dittrich (1923) was unable to detect 
pathologic changes in any layer of the skin over 
he area of the nevus. 

It seems to be evident from these contradic- 
ory reports that purely morphologic methods 
ere unsuitable in the study of anemic nevi. The 
ature of this lesion, which seems to be a vascular 
shenomenon, made it necessary to study it by 
iologic methods and to apply tests of a func- 
ronal nature. 

Vorner (1906) had found that it was difficult 

produce urticaria factitia within a nevus 
snemicus; R. Stein (1910) noted that the reac- 
non of the skin in the nevus area to mechanical, 
thermic and chemical irritation was delayed and 
‘ansient compared with that of normal skin; A. 
Buschke (1920) failed to increase the anemia of 
the nevus by injecting epinephrine into it, and 
Parkes Weber (1930-1931) could demonstrate 
that a hyperemia of the nevus could be induced, 
‘ut only by strong and prolonged application of 
moist heat; he also observed once an erythema 
slare in the area of the nevus. 

All these tests are of a qualitative nature and 
subject to individual errors. A method which 
vas thought to give more reliable results was the 
ntradermal injection of 0.1 cc. of a weak (1:100 

1:10,000) solution of morphine hydrochloride. 

This test was originally used to demonstrate 
the presence of bile pigments in the skin in per- 
ons with latent icterus. Morphine is a powerful 

mphagogue even in minute quantities, and the 

eal resulting from the injection shows by its 
‘llow color the presence of bilirubin before it 
ecomes visible to the eye. 

Applied to the nevus anemicus the test gave in- 
resting results: There was no time lag in the 
“pearance of the wheal compared with the time 
i appearance on normal skin. Stein stated 
mat the wheal disappears more rapidly within 
“e area of the nevus than in normal skin, but 

(927) in a series of 5 cases of uncomplicated 
nevus anemicus (not combined with Reckling- 

uusen’s disease) I arrived at a different result. 
‘or sixty to seventy minutes after the injection 
sorption in the nevus and in normal skin pro- 
essed at the same pace; but later the tempo 
owed, and a palpable and under close inspec- 
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tion also visible infiltration remained at the site 
of the injection for a long time—up to seven 
hours—while by that time the normal skin 
showed nothing but the trace of the prick of the 
cannula. Stein used a 1 per cent solution of 
morphine hydrochloride, while the solution em- 
ployed by me was one hundred times weaker 
(1:10,000); this may partly explain the dif- 
ferences. 

The difficulty of assessing the degree of ab- 
sorption exactly led me to use another phenom- 
enon connected with the morphine wheal for a 
test. The intradermal injection of any fluid 
causes a “halo” of hyperemia to appear around 
the site of injection; this “halo” remains station- 
ary for some time and regresses proportionately 
to the absorption of the wheal. (As a matter of 
fact, this “halo” is identical with the “‘flare”’ 
which forms part of the triple response described 
by Lewis; at the time of these experiments I 
was not familiar with his work.) 

The diameter of the flare can be measured 
and the results noted graphically. I measured 
the smallest possible diameter, taking the site of 
injection as the center, and recorded the results 
for 5 subjects in a graph. The graphs of all 5 
showed that the diameter of the flare in the nevus 
was considerably smaller than that in normal 
skin, the difference varying from 1 to 2.5 cm. It 
took sixty to 70 minutes for the flare to disappear 
in the nevus, while in normal skin it did not last 
longer than half an hour. 

As all these experiments seemed to indicate a 
disorder of vascular innervation, I tried to pro- 
duce an artificial nevus anemicus by a known 
factor acting on the nerves of the vessels. Local 
application was necessary, and the skin was not 
to be injured; I therefore chose the method of 
iontophoresis with a 1:1,000 solution of epi- 
nephrine hydrochloride. The active electrode was 
wrapped in lint soaked with the epinephrine 
solution and fixed to a region of normal skin, and 
a galvanic current of 15 milliamperes was applied 
for five minutes. The result was an anemic area 
corresponding in size and shape with the elec- 
trode used, which persisted for one hour and was 
clinically indistinguishable from a natural nevus 
anemicus. 

The morphine wheal tests were repeated on 
this artificial nevus. The flare phenomenon ran 
the same course as in a natural lesion; the flare 
was smaller in diameter than in the control wheal 
on normal skin, and it took about twice as long 
to disappear ; but the wheal remained longer dis- 
tinguishable in the artificial nevus; it was even 
palpable when the nevus had disappeared. Fur- 
ther blanching of the artificial lesion could not be 
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produced by injection of epinephrine hydro- 
chloride, and it was also impossible to produce 
an increase of anemia by iontophoresis of epi- 
nephrine hydrochloride in a natural nevus 
anemicus. 

The results of these experiments can be sum- 
marized as follows: 

The area of a nevus anemicus reacts to stimuli 
of a chemical and thermic nature in a manner 
comparable to that of skin which is under the 
influence of epinephrine. Since this drug stim- 
ulates the vasoconstrictor nerves, the conclusion 
is that the anemia of the nerves is due not to a 
diminished number of blood vessels but to a di- 
minished blood supply caused by an excessive 
overstimulation of the vasoconstrictors or, if one 
prefers to say so, to a permanent tonic constric- 
tion. This can be due only to a defect of the 
sympathetic nervous apparatus serving the ves- 
sels; the faulty action can, however, be overcome 
by strong and prolonged thermic irritation of 
the skin. Vasodilation, which is a property of 
the blood vessels themselves, does not seem to 
be impaired to a great extent in a nevus anemi- 
cus, but absorption of irritant fluids—which, 
again, is largely independent of nervous influ- 
ences—is noticeably delayed and diminished in 
quality. 

All these observations point to a fault of inner- 
vation as the primary factor responsible for the 
clinical phenomenon of a nevus anemicus. In 
this respect such a nevus differs from the com- 
mon moles and other nevi of the skin and its 
glands. The decisive malformation is not situ- 
ated in the skin organ itself but affects it through 
the nervous system. This defect seems to be 
congenital and not progressive; insofar it has 
true nevus character. A similar defect seems to 
play a part in the origin of a related form of 
nevus: hemangioma congenitale, the telangiec- 
tatic or port wine nevus. The two forms may 
coincide in apparently healthy persons, and they 
seem to have no particularly close relation with 
the skin. Telangiectatic nevi are occasionally 
found in inner organs ; anemic nevi may be pres- 
ent there also, but they have apparently escaped 
notice so far, probably owing to postmortem 
changes which render them still more incon- 
spicuous than during life. 

Buschke (1921) recognized the connection be- 
tween the two conditions and their special char- 
acter by placing them in a separate group, “nerv- 
ous” or “secondary” nevi, but the name “func- 
tional nevi” seems to me to be more adequate. 


The nevi anemici found in persons with Reck- 
linghausen’s disease cannot be considered as mere 
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coincidences, although the anatomic observa nsil 
regarding the relations between neurofibromas) 
and nevi are contradictory (Komaya [1923)] 
Hirota and Yamaguchi [1924]). It is sigf 
nificant that in a congenital systemic mal 
mation involving interstitial parts of the ner\ 
system as well as the skin anemic and telanviec-} 


tatic nevi may be present simultaneously. 


Buschke’s view has received further sup; 
from the remarkable group of cases observed by 
F. Parkes Weber. In these cases there was a 
combination of extensive telangiectatic nevi of th: 


skin with peculiar vascular malformations of the 
meninges and certain nervous disorders. The 
meninges were affected by leptomeningeal plexi- 
form hemangiomas (the presence of which could 
be demonstrated roentgenologically), and the 
nervous disturbances included  buphthalmoy 
trophic changes of the limbs, apoplectiform at 
tacks and Lindau’s syndrome. In 1 of Parkeg 
Weber’s cases (1932) areas of nevus anemicug 


were combined with a large telangiectatic nevus 

It is possible that a connection between thé 
disease in these cases and Recklinghausen’s dis¢ 
ease exists. The fact is notable that not th¢ 
nervous elements proper but the interstitial tis¢ 
sues seem to be affected by the vascular malforg 
mation in both Parkes Weber’s and Recklingg 
hausen’s syndrome, but the relation between thes¢ 
malformations and the vasoconstrictors of the 
skin still remains obscure. Further investigatiog 
will have to proceed mainly on biologic an 
neurologic lines, as the functional character df 
the lesions renders the morphologic approact 
difficult. The nervous system of persons sutieq 
ing from an apparently spurious nevus anemicid 
deserves exact investigation ; the results may a¢ 
considerably to the knowledge of the relation 
between the skin and the nervous system, aj 
from elucidating the nature of the nevus anemi 
itself. 
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POSTWAR GRADUATE TRAINING IN) DERMATOLOGY 
AND SYPHILOLOGY 


C. GUY LANE, M.D., anp GEORGE M. LEWIS, M.D. 


BOSTON 


Postwar graduate medical training will be in 
demand by numerous medical officers on de- 
mobilization, and preparations should be made to 
furnish the facilities for such training. This 
demand will be for training in the specialties as 
well as in internal medicine and surgery. As 
this demand is considered, there are at the 
present time many unknown quantities, but this 
fact should stimulate us who are certified spe- 
cialists to give careful consideration to the whole 
specialty program and be prepared to deal with 
the problems as they arise or, better, before they 
arise. At present we do not know the duration 
of hostilities, the length and type of training 
which will be requested, the rate of demobiliza- 
tion or the rate of demobilization of instructing 
personnel of medical schools and hospitals. We 
do not know what casualties of medical personnel 
will occur, what opportunities will develop for 
permanent assignment in government fields—the 
Army, Navy, Public Health Service, Veterans’ 
Bureau and others—what postwar subsidies for 
education will be available or what other eco- 
nomic factors will prevail, and we do not yet 
have a complete survey of all the possible hos- 
pital and clinical facilities to supply this demand 
adequately or, more important, the facilities for 
instruction in the basic medical sciences in rela- 
tion to the clinical specialties. 

In order to approach a solution of some of 
these problems and obtain some concept of the 
intentions of medical officers with regard to 
postwar graduate training and other matters, a 
study has been undertaken by the Committee on 
Postwar Medical Services of the American Medi- 
cal Association, under the direction of Lt. Col. 
H. C. Lueth. A sample questionnaire has been 
prepared and sent to a group of about 3,000 
officers. Based on the experience of this smaller 
group, a questionnaire will be sent out with the 
cooperation of the Surgeons General of the 
Army, the Navy and the Public Health Service 
to all the 55,000 medical officers in these branches. 
From a study of the questionnaires which are 


Read at the Sixty-Fifth Annual Meeting of the 
American Dermatological Association, Chicago, June 
19, 1944. 


NEW YORK 


returned, some concept will be obtained of th 
postwar educational desires of medical officers 
and it will be possible to plan somewhat more 
definitely concerning the facilities which will need 
to be made available for graduate medical train 
ing in the postwar period. 

It was my privilege recently to participate ; 
the discussion of the returns from this first ques. 
tionnaire. Many interesting facts were brought 
out. The first surprise was that 31 per cent 
the questionnaires had been returned—a far 
larger number than had been expected. Th 
questionnaires had been divided into four group 
according to the length of time since the officer's 
graduation from medical school. In the youngest 
group 94 per cent desired postwar graduate 
training and two thirds wanted one year or mort 
This proportion decreased in succeeding older 
groups. Another surprise was the large number 
of officers who desired to become specialists and 
be certified by the specialty boards. Three 
fourths of the youngest group indicated suci 
desires, and a decreasing percentage of the older] 
group wished for special training. Such figures, 
if confirmed by the larger questionnaire, suggestf 
that in the neighborhood of 25,000 medical off- 
cers will desire certification. Some of them wil 
undoubtedly change their minds, but the fact 
remains that a large number of medical officers 
will seek special training. No figures have bee: 
issued as yet of the number of officers who wil. 
desire training in dermatology and syphilology 

The rate of demobilization will be an impor 
tant factor in determining the extent of the 
facilities which will be necessary. The rate 
demobilization of those physicians who have beenj 
instructors in the medical schools of the country 
will be an even more important factor in deter- 
mining the ability to provide adequate medical 
instruction for these returning officers, for the 
teaching forces of the medical schools are greatly 
depleted and have all they can do to carr the 
undergraduate load. 


officers listed as dermatologists. If 200 of thes 
desire graduate training and if they are 
charged at the rate of only 40 or 50 each yearg 


There are at present in the three services 397 
thes 
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there is little doubt but that provision for their 
‘raining will be relatively easy. The figure 200 

used because up to the present time 225 
Records of Professional Assignments” have 
ecn sent out by request to medical officers in- 
rerested in dermatology in all three services. 
such a “Record of Professional Assignments” 
as been adopted by all the specialty boards after 
approval by the surgeons general of the various 
services. This record is expected to provide 
niormation by which the credit for experience 
n military service can be determined. Perhaps 
not all of these officers will desire postwar train- 
ng, but there will be others desiring training 
vyho have not kept such a record. In view of 
the preliminary returns from the questionnaire 
ist mentioned, there will be many more than 
200. 

The discharge of medical officers from military 
service can be expected to be prolonged over a 
seriod of at least five to six years. With the 
srolongation of the war in the Pacific and the 
srobable policing of Europe for an indefinite 
ime, there will no doubt be a large number of 
shysicians retained in military service for this 
ength of time. It has been intimated that at 
east 80 per cent of the Navy physicians will be 
retained in the service for a minimum of at least 
three years. It seems probable, however, that 


there will be a constant release of physicians for 
siysical reasons, and perhaps more of the older 
shysicians will be included in this group. 

The demand for graduate training will come 


tom several groups. There will be the phy- 
‘cians who desire to continue training which has 
ee interrupted by the war, those whose interest 
ss been aroused by experience during military 
ervice and those who desire to review special 
shases of the subject after being out of contact 
th dermatology for perhaps months and years. 
tesides this demand by military officers, it is 
rasonable to expect that physicians from South 
merica and from Europe will come to the 
‘nited States to obtain specialized training be- 
ause of the fact that facilities abroad have been 
stroyed or altered greatly by the war. It must 
wt be forgotten that there will also be the nor- 
nal demand for specialized training from persons 
‘the younger age group who have just gradu- 
ted from medical school and completed an 
‘ernship, mostly women and physically disabled 
wen, who will desire to obtain training in the 
becialty. 
The type of training requested by these various 
ups will vary considerably. Some physicians 
| desire to obtain a full three year course of 
ing in a single institution. Others will wish 
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to have only a basic year and then proceed to 
some other institution for further training or 
seek training over a longer period under a pre- 
ceptor. Others will desire to complete the train- 
ing which they have already started and will 
desire graduate training ranging from perhaps 
a few months to two years or more. Some of 
the latter applicants will desire to participate 
in graduate courses in only limited fields of the 
specialty. Many of them will take as little post- 
war training as possible in order to qualify for 
examination by the American Board of Derma- 
tology and Syphilology and return to private 
practice in their permanent location at the earliest 
possible moment. Thus there will be considera- 
ble variation in the training which will be sought, 
though the longer periods will appeal to the 
more recent medical school graduates. 

On the economic side it appears that funds will 
be forthcoming to subsidize any reasonable 
educational program for veterans. Funds will 
be appropriated by Congress. Large industries 
stand ready to help, and some of the large foun- 
dations have indicated a desire to render financial 
aid to returning veterans for educational pur- 
poses. Medical officers on discharge from the 
military services will, therefore, be able to pro- 
ceed with their desired specialty training pro- 
gram with adequate financial help. 

Many of the physicians returning from mili- 
tary service will request and should justly receive 
some credit for the experience in dermatology 
and syphilology which they have obtained in 
military life. It is reasonable that a candidate 
should receive full credit for any good dermato- 
logic training which he had had before entering 
military service. The decision regarding the 
amount of credit to be given for military experi- 
ence will often be extremely difficult, and it will 
be humanly impossible to gage correctly the work 
of every candidate in this respect. The character 
of dermatologic work in military service will 
have varied greatly. It should be considered 
under two headings—training and experience. 
It is extremely difficult to draw a hard and fast 
line in all cases between the two. It can be said 
without question that instruction in the basic or 
fundamental subjects, ready access to literature, 
adequate facilities for diagnosis and treatment 
and supervision of students by a well trained 
staff, as well as good teachers, are essentials from 
the standpoint of training. Likewise, the avail- 
ability of adequate clinical material and the 
proper use of such material are of prime impor- 
tance for both proper training and adequate 
experience. However, it is often difficult to 
evaluate these various factors. In general, it is 
doubtful if anything comparable to the training 
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acquired in civil life in an institution approved by 
the American Board of Dermatology and 
Syphilology and the Council on Medical Educa- 
tion and Hospitals of the American Medical 
Association can be received in any of the services 
under war conditions if the aforementioned spec- 
ifications are strictly adhered to. So far as experi- 
ence is concerned, the Board has already agreed 
to accept one year of military service, regard- 
less of the type of work, as part of the required 
two years’ experience to be eligible for examina- 
tion. To determine whether further credit can be 
given for service in the Army, Navy or Public 
Health Service, it will be necessary to consider 
carefully the evidence submitted by the individual 
candidate. It will be desirable to ascertain from 
each officer whether he has had full time dermato- 
logic work, the number of patients seen, the super- 
vision he has had and other matters in order to 
decide whether he has had adequate experience 
for the satisfactory practice of the specialty in 
civilian life. As an aid to decide these questions, 
the “Record of Professional Assignments” men- 
tioned previously will furnish some information 
as to the type of experience which the candidate 
has had. Whether this record has enough infor- 
mation to provide the basis for a satisfactory 
opinion can be determined only by further 
experience with it. The problem of evaluation 
of the military experience in a specialty will be 
a difficult one in many instances. 

In considering the matter of credit for mili- 
tary service and, in fact, the whole question of 
the eligibility of candidates for examination, it is 
well to review the purposes for which the 
American Board of Dermatology and Syphil- 
ology was created. Its main purposes are to 
establish minimum qualifications to be fulfilled 
and to determine the competence of physicians 
who desire to specialize in this field. It is 
therefore interested in stimulating the facilities 
for training such physicians and in doing every- 
thing possible not only to maintain the standards 
which it has established but to raise these stand- 
ards. It would be deleterious to the future of 
dermatologic practice to lower during the pres- 
ent emergency the standard of knowledge which 
a physician should have in order to obtain the 
certificate of the Board. It cannot be denied 
that the quality of instruction, both graduate and 
undergraduate, has suffered by reason of the de- 
crease of the medical teaching force and by the 
increase in the load which each physician in 
civilian practice must carry. There has thus 
been an added responsibility thrown on the in- 
dividual candidate to acquire by a greater effort 
on his part the knowledge which previously was 
presented to him most adequately. The require- 
ment of a thorough knowledge of dermatology 


and syphilology should be insisted on in the 
examination for a certificate of the Board 
order to provide a high level of civilian specialt 
practice. 

The responsibility of the student for his ow: 
education deserves emphasis. Granted the op- 
portunity and facilities for acquiring knowledg 
the student with ability should have no difficulty 
in attaining the standards required in the variou: 
specialties. Dr. Willard Rappelye, Dean oj 
Columbia University College of Physicians and 
Surgeons, has already stated: 

It is an axiom that true education, particularly a: 
the professional level, is self-education. Medicine must 
be learned by the student if he is to develop judgment 
discrimination, and intellectual self-reliance. 

The newer aims and methods place greater respon 
sibility on the student for his own training. The 
crucial element in medical education is the student upo: 
whose character, interest, preparation, ability and indus 
try so largely depend the results of medical training 

Postwar medical education, undergraduat 
and graduate, can be expected to undergo numer- 
ous alterations. The experience with the acceler- 
ated program, the shortened internship and 
residency, the need for condensing material, the 
development of new procedures under military 
conditions, the greater interest in public health 
and preventive medicine and other factors will all 
have their effect on medical teaching and th 
curriculum. There is no doubt a need for a re- 
view and a revision in some aspects of our edu 
cational methods. 

The report of the Commission on Liberal 
Education of the Association of American Col 
leges, headed by President Baxter, of William: 
College, is of interest in this connection. Whili 
this report deals with undergraduates, some of its 
observations are of interest in relation to gradu- 
ate medical education. It is pointed out tha! 
returning members of the armed forces will li 
older, they will be altered mentally, physical! 
and perhaps morally by their experiences an 
they will have had many new nonmedical exper! 
ences in combat and in living in foreign lands 
and under different cultures. They will hav 
had vital experiences in other fields of medicin 
not related to civilian practice. They will all b 
eager to get back to a peacetime career. Thi 
report suggests that these men may be impatient 
with “static academic devices relating to adinis 
sion procedures, credit mechanism, graduation 
requirements, etc.” and refers to the possibility 0 
modifying the usual admission procedures a! 
determining the educational status by aptitud 
and achievement tests. The report discusses 
some educational practices for undergradua 
which may not seem reasonable to returning mil 
tary veterans and advises colleges and institu 
tions to abandon educational and administr 
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cepts and procedures which are patently out- 
d in ff moded and to introduce or further develop such 
ctices as individualized instructional methods, 


‘alt 
torial or preceptorial plans and achievement 
comprehensive examinations. The recog- 
: tion of teaching ability as well as research 
doe [y ability is emphasized. The review of this report 
Ss suggests that in this time of change it will be well 
icon take an inventory of the curriculum and the 
of present educational procedures of medical 
pa ‘ialty training and ascertain if there are fea- 
s of other educational programs which can 
e adapted to the more efficient preparation ot 
dhe young physicians for fulfilling the requirements 
lready established. 
President Conant, of Harvard University, in 
spon is recent annual report, had much to say re- 
The @@ varding postwar education. Concerning the ad 
“per ustment of requirements both for admission and 
ae ‘or the awarding of degrees, he spoke as follows: 
luat I hope that our decisions will reflect a determination 
be flexible. Without lowering the standards of our 
mer veral degrees, we should endeavor to assist the man 
eler- ‘ intrinsic ability anxious to complete his advanced 
an vork with the minimum expenditure of time. The 
. the im nati nal interest, as well as the impatience of the re- 
Sten turned veterans, demands that our educational deficit be 
iminated as soon as possible. Furthermore, in select- 
ealt! ng our students we should measure the true capacity 
il] all ff and promise of the returned soldier or sailor and not 
| the ise Our decisions merely on the length of previous 
a re- @ cademic training or in terms of conventional credits. 
edu President Conant referred, it seems certain, to 
joth undergraduate and graduate students in 
beral these remarks, and he emphasized again in an- 
Col ther paragraph the need “to provide instruction 
iat na flexible schedule.” We agree that the post- 
Vhil ar program, to fulfil the established require- 


of its MJ ments as a whole, should have a certain amount 


adu flexibility in order to provide opportunities 
that r the various groups desiring training. Such 

a lexibility is provided in this specialty by the fact 
cally #J at various plans have already been outlined for 
and @ ‘taining this training. The best method is un- 

peri ubtedly a full three year course in an institu- 
land n of graduate training which has received the 
hav proval of the Board and the Council. This 
ining may be obtained, for example, as a resi- 

ill be nt, as a graduate student, as a fellow and under 
The MJ certain conditions as a part time assistant. To 


tain a satisfactory foundation for clinical prac- 
it is desirable that each physician have at 


ation ast one year of full time continuous work in a 
ty ol Mj “ermatologic clinic or service or a full time 
and #«cademic year in the dermatological department 
itude # a graduate school of medicine, with the pro- 
Sse so that 1f such a course is of less than one year’s 
uiates tration the candidate should have enough ad- 
mil “tional satisfactory work to fulfil the equivalent 


a year of training. The rest of the three years 
training may be obtained in various ways, but 
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it is thought best that the training should be 
obtained within a continuous period of five vears. 

Part of the training may be obtained under a 
preceptorship system. Not more than hali of a 
candidate’s time should be spent in a preceptor’s 
Preceptors should be chosen with con 
They should have adequate 
clinical material and equipment for diagnosis and 
treatment. They should present a satisfactory 
plan of teaching. They should give definite in- 
struction to these assistants and must not use 
them only to take care of their practice and in- 
crease their income. They should stimulate and 
provide opportunity for investigation. Pre- 
ceptors have the responsibility not only of assur- 
ing good training for the young physicians act- 
ing as their assistants but of being sure that the 
other half of their time is spent in an institution 
with adequate facilities. 


office. 


siderable care. 


In general it can be said that institutions which 
provide adequate training have at least 1,000 new 
patients a year in the dermatologic clinic. Such 
an institution will be found to have a well formu- 
lated teaching program and a satisfactory pro- 
gram of instruction in related fields of the spe- 
cialty. There will be satisfactory supervision of 
the students and an adequate staff of teachers. 
It is necessary, of course, that adequate equip- 
ment be provided, that sufficient beds be avail- 
able, that there be satisfactory laboratory and 
investigative facilities and that the library be well 
stocked with current periodicals as well as stand- 
ard textbooks and reference works. A majority 
of the staff should have been certified by the 
Board. 

In 1940 a cooperative survey of the facilities 
for graduate training’in dermatology was under- 
taken by the American Board of Dermatology 
and Syphilology and the Council on Medical 
Education and Hospitals of the American Medi- 
Since that time twenty-three in- 
stitutions have been approved for the full three 
year training program, which includes the basic 
year of fundamental subjects. In addition, there 
have been approved six institutions offering a 
two year residency and seven institutions offer- 
ing a one year residency. Some of the informa- 
tion about these institutions is shown in table 1. 

Recently these institutions have been reviewed 
in regard to the openings which will be available 
after the war. ‘The date when these institutions 
will function adequately will depend largely on 
the demobilization of instructors to care for the 
increased teaching load. It is hoped that the 
necessary teachers can be released as soon as 
possible after the war tension eases. Table 2 
indicates the number of opportunities for ac- 
cepted dermatologic training. When the po- 
sitions are all filled, there will be about 160 
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physicians in training to practice the specialty. 
There should be about 60 residents, about 35 
fellows and about 65 graduate students. No 
estimate can be made at the present time regard- 
ing the number who will be receiving training 
under preceptors. So far as an estimate can be 
made concerning the number of places which will 
be open in any given year, it seems probable that 
there will be 80 to 90 opportunities for discharged 
medical officers, foreigners and interns to begin 


TABLE 1.—lIJnsti 
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addition, a careful review of every candidat 
should be made at the time of the examination ir 
order to maintain a high standard of practice i; 
the specialty. We believe that other influence 
will be at work in this postwar period. In the 
shifting economic world to come the very status 
of the specialist may be at stake. No one cai 
foresee the effect of the demand of such a larg 
per cent of medical officers for specialty train. 
ing or the effect of the subsequent lack 


tutional Data 


New Total No. of 
Patients Patients Beds in Staff 
Institution City Chief per Yr. per Yr. Service Members 
Institutions with Three Year Training Program 

Barnard Free Skin and Oancer Hospital...... ee! eee ere M. F. Engman Sr..... 2,198 11,380 As needed ] 
Buffalo General E. D. Osborne......... 1,648 19,084 100 8 
Cincinnati General H. L. 3,600 27,300 106 7 
Wayne University College of Medicine—City 

of Detroit Receiving Hospital............... R. C. Jamieson....... 4,000 As needed 6 
Columbia University—Presbyterian Hospital. New York............ « 50,300 6 38 
Columbia University—New York Post-Gradu- 

ate Medical School and Hospital........... (ef G. M. MacKee......... 19,800 114,000 18 116 
Cornell University Medical School............. New York............. 2,708 32,385 As needed 21 
Duke University School of Medicine.......... Durham, N.C. ....... J. L. Callaway........ 1,050 9,500 As needed 6 
Massachusetts General Hospital............... 5,900 54,900 20 20 
Minneapolis General Hospital.................. Minneapolis........... S. E. Sweitzer......... 2,000 25,100 15+ 7 
University of California Medical School....... San Francisco........ 1 ORD ae 1,956 26,847 ? 
University of Chicago, The School of Medicine Chicago............... BS. BOGHMAR..ccescesse 1,775 14,349 2- 4 
University of Illinois College of Medicine...... 2,000 14,700 5 15 
State University of Iowa College of Medicine lowa City............. Be. OMIA... 0000605 2,500 2,500 14 1 
University of Michigan Medical School........ Ann Arbor, Mich...... Se 2 aoe 1,098 13,182 As needed 9 
University of Minnesota Medical School....... Minneapolis........... H. E. Michelson....... 1,013 9,051 10 6 
Medico-Chirurgical College, Graduate School 

of Medicine, University of Pennsylvania.... Philadelphia.......... F. D. Weidman....... 1,400 24,800 As needed li 
University of Pennsylvania School of Medicine Philadelphia.......... ae eee 2,160 31,086 8 6 
University of Virginia Department of Medicine Charlottesville, Va... D.C. Smith........... 891 12,500 24 2 

Institutions with Two Year Residency 

BuGalo General Hospltal. . E. D. 669 11,079 ? 6 
Charity Hospital of Louisiana................ New Orleans.......... M. T. Van Studdiford 665 61,219 10 5 
Georgetown University School of Medicine.... Washington, D.C....  F. J. Eichenlaub...... 539 9,439 As needed 5 
Jefferson Medical College Hospital............ Philadelphia........ RE 21,301 4-6 7 
Los Angeles County Hospital.................. ns 3,631 39,711 50 13 
University of Oregon Medical School Hospi- 

Institutions with One Year Residency 

Boston City J.G. Downing........ 5,608 45,219 10 7 
Kings County Hospital E. A. Gauvain....... 1,625 34,112 67 
Montefiore Hospital for Chronic Diseases..... 2 5,854 10 7 
WOW ZOTE Cy Welfare Island, N. Y.. A.B. Cannon......... 1,156 21,318 100 17 
Skin and Oancer Hospital... Philadelphia.......... A. Strickler. 4,092 59,512 31 17 
Stanford University Hospitals................ San Francisco........ ER) | rn 724 28,005 10 8 


dermatologic training each year in these insti- 
tutions. 

Whether the facilities of the institutions of the 
country should be expanded to accommodate a 
larger number of students or whether the num- 
ber of students accepted for training should be 
curtailed to fit the present facilities are matters 
for further consideration. In other words, at 
some time in the future it will be necessary to 
determine the number of specialists in various 
fields needed to care adequately for the needs of 
the population. 

In the consideration of applicants for these 
opportunities, we believe that every attention 
should be given to the selection of students for 
training in the specialty and that this selection 
be continued during the training period. In 


physicians to care adequately for the general 
health of the population or the effect of the prob- 
able alteration in the methods of providing medi- 
cal service. These cannot help but affect the 
specialty and the training program, but in the 
meantime, at least, we believe that in order t 
provide acceptable postwar graduate training am 
institution or individual intending to conduct 
such training should plan to (1) determine the 
educational standards to be attained; (2) selecty 
candidates wisely; (3) establish a definite pro- 
gram of instruction, bearing in mind individual 
intrinsic ability; (4) have satisfactory clinical 
and investigative facilities; (5) furnish adequate 
physical equipment; (6) provide high grade i1- 
struction; (7) see that there is adequate super 
vision, and (8) insist on ability requirements. 
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SUMMARY 
large number of medical officers in military 
ice will desire training in some specialty on 
emobilization. 
wenty-three institutions have been approved 
r a full three year training program in derma- 
gy and syphilology; six institutions have an 
pproved two year residency, and seven offer a 
ne year residency. 
In these institutions there are opportunities 
‘or sixty residents, thirty-five fellows and sixty- 
ive graduate students for training in this spe- 
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In all probability, they will not all return at the 
same time, so I have visualized the possible returning 
students in four groups: 1. There will be some who 
will not come back. 2. Some others will stay in the 
services. There will be some who probably will take 
up some other field of medicine. 4. There will be some 
who will wish to complete their course or spend some 
time in being rehabilitated in dermatology. The fifth 
group is composed of those recent graduates who will 
wish to begin their dermatologic training. 

Dr. Michelson and I have talked about this problem 
for several years. We have in mind a refresher course, 
primarily to take care of the men who have completed 
their basic training, who will be credited with some 
of the time they have spent in service toward their 
total training as required by the American Board 


TABLE 2.—Opportunities for Graduate Training 


Term 


of 


Institution dents 


Service 


Term Term 
Resi- of of 
dents Service Fellow Service 


uate Term 
Stu- of 
dents Service Courses 


Institutions with Three Year Training Program 


rnard Free Skin and Cancer Hospital 
\ew York University—Belleyue Hospital 
ffalo General Hospital 
nnati General Hospital 
yne University College of Medicine—City of 
Detroit Receiving Hospital 
y Hospital, Cleveland 
nbia Univyersity—Presbyterian Hospital 
Columbia University—New York Post-Graduate 
fedical School and Hospital 
ell University Medical School 


ssachusetts General Hospital 
Foundation 

neapolis General Hospital 
(aiversity of California Medical School 
University of Chicago, The School of Medicine 

versity Hospitals, Cleveland 

versity of Illinois College of Medicine 
state University of Iowa College of Medicine 
(niversity of Michigan Medical School 
university of Minnesota Medical School 
Medico-Chirurgical College, Graduate School 
Medicine, University of Pennsylvania 
Cuiversity of Pennsylvania School of Medicine 

versity of Virginia Department of Medicine 


Buffalo General Hospital 
harity Hospital of 
rgetown University School of Medicine 

leferson Medical College Hospital 

los Angeles County Hospital 

University of Oregon Medical School 
and Clinics 


Hospitals 


ston City Hospital 
County Hospital 
nteflore Hospital for Chronic Diseases 
éw York City Hospital 
“in and Cancer Hospital, Philadelphia.......... ae 
Sanford University 


Later 6 later 
1 


1 1 
? 
1 3 yr. (total) 


ee 


?1 yr. 
3 yr. (total) 


? 3 yr. 
1 yr. 


Institutions with One Year Residency 


1-3 yr. 
1 yr. 
1-2 yr. 
i ¥f. 


ABSTRACT OF DISCUSSION 


Dr. Paut A. O’Leary, Rochester, Minn.: The 
Post-Graduate School of the University of Minnesota 
id the Mayo Foundation have given considerable 
ht to the requirements of postgraduate training 

men in the armed forces. If the war ends 
tuptly and many physicians are released from ser- 
* shortly thereafter, the problem of providing train- 


mg for all of them will become difficult. 
\t the moment I have twenty-two fellows who en- 
the various services before their dermatologic 
ng was completed, and in view of the fact that 
ere promised that they may come back to com- 
their training at the completion of the war, I 
en trying to formulate some means of provid- 
their return. 


ug 


tne 4} 


Trains 


Dermatology and Syphilology. Some of these men 
want to spend a short time in an intensive and rapid 
brushing up course. Dr. Michelson and I have planned 
a course lasting a month or six weeks, an intensive 
program, during which the ex-servicemen spend full 
time on the university campus. 

We felt, too, that we should be free to call on some 
of our dermatologic colleagues around the country to 
participate in this course. We believe that there are 
dermatologists in this country who have demonstrated 
special knowledge in certain phases of dermatology 
who would willingly contribute a two or three day 
series of lectures and demonstrations in their particular 
field of dermatology as a part.of this course. 

I have been led to believe that funds will be avail- 
able for such rehabilitation programs, so that the finan- 
cial angle will not be a serious problem. 
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As Dr. Lane said, there are approximately 350 der- 
matologists in the armed forces at the present time, 
and it would seem to me that two or three such re- 
fresher courses should be set up in this country, for 
example, on the East coast, in the Middle West and 
in the West or the South. The programs should not 
be carried on simultaneously but rather should be given 
at different times, so that the ex-servicemen may par- 
take of one or two or even the three courses if they 
so wish. 

Dr. Howarp Fox, New York: Certainly it is the 
duty of the members of the American Board of Derma- 
tology and Syphilology to do all they possibly can to 
help colleagues in arms. There is no doubt of that. 
But there is no reason why one should not speculate, 
as these essayists have done so well, on what should 
be done in the future for the continuation of graduate 
training. 

Dr. Lane has discussed the different classes of men 
who will want training and the different types of 
training that they want. He has done it admirably. 
The Board, as Dr. Lane said, has dropped one year 
of the two required years of experience for all candi- 
dates who are in the military service. 

I think that there are many men engaged in derma- 
tologic work in the Army or Navy who are seeing a 
great many cases and are doing work of sufficient 
amount that one more year can be counted as experi- 
ence. When it comes to training, that is another ques- 
tion. Training, especially supervised training, will be 
difficult to evaluate, and the question of giving credit 
for the work done in the military hospitals will be 
extremely difficult. The records of professional assign- 
ment that are sent out by all the boards to the men 
in uniform will be of help, but the amount of their 
value remains to be seen. 

Dr. GreorceE M. Lewis, New York: The decision 
regarding the amount of credit to be given for military 
experience will be extremely difficult, and it will be 
humanly impossible to gage correctly the work of every 
candidate in this respect. The character of dermato- 


logic work in military service will, of course, 
considerably. It is doubtful if anything comparable : 
dermatologic training in civil life is available t 
men in the armed forces. 

The question comes up of the value of the reco; 
of professional assignment. This booklet is sent 
request to physicians in the armed forces who ex; 
later to apply for certification by one of the b 
Their commanding officers enter pertinent data, and : 
record is kept by the individual officer as he tra 
from station to station. So far we have seen n 
favorable remarks regarding candidates, and non 
expected. While this may be regarded as a 
point, it is expected that the careful consideration 
the material in the record will provide some | 
ground of the activities of the man. In doubtful cas 
data can be verified by letter or by personal cont 

The optimum facilities in an institution for training 
specialists in dermatology and syphilology might 
mentioned, particularly since it would seem that 
teaching units will be required to handle the increas 
demand for training expected after the war. The inst. 
tutions which Dr. Lane has found to be best equip; 
to provide training are those in which there are 
least 1,000 new patients a year. Such hospitals 
be found to have well formulated teaching progra 
and satisfactory programs of instruction in related fx 
of the specialty. There will be satisfactory supervis 
of the students by competent staffs of instructors. A 
quate equipment must be provided; sufficient beds mu: 
be available, and there must be laboratory and invest 
gative facilities. The library should be well stac! 
with current periodicals as well as standard textbool 
and reference books, and a majority of the staff shou 
be certified by the Board. 

In my limited experience as assistant to Dr. Lane | 
have been impressed by the fairness of the member 
of the Board in dealing with the problems that ha 
arisen. The high standing of the Board needs no fur- 
ther explanation than the confidence which dermato- 
ogists have in the individual and collective integrit 
of its members. 
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sroved cases of onchocerciasis in the 


AMERICAN ONCHOCERCIASIS 


LEON 


GOLDMAN, 


M.D. 


CINCINNATI 


The American tropics claim a number of char- 
teristic new cutaneous disease entities.t In 
is group are included such fascinating mem- 
rs as verruga peruana, pinta, epidemic pem- 
higus, American leishmaniasis and American 
‘hocerciasis. The last-named disease not only 
: novel and interesting but is of great impor- 
tance to public health in Guatemala and Mexico,? 
here it is widespread in certain regions of 
'.100 to 5,000 feet (330 to 1,500 meters) eleva- 
n above sea level along the Pacific coast. With 


‘he gradual northward spread of onchocerciasis 


p from Central America and with the presence 
i the insect vector, the Simulium, in certain of 


‘he western communities of the United States, “it 


as been suggested that the disease may spread to 


the United States by infected immigrants com- 
ng over the border from Mexico, and that it 
may later become endemic in this country. 


Up to the present, there have been no true or 
United 
states.2 In addition, the study of onchocerciasis 
ay help one to understand a closely related 
wtaneous nematode infection which is of some 


military importance at the present time, filariasis 


used by Wuchereria bancrofti. In spite of the 
issimilarities in the clinical pictures of these two 
rms of filariasis, there are certain broad gen- 
ral relationships, especially as regards reactions 
nd response to therapy. In addition, because of 


From the Department of Dermatology and Syphi- 
logy of the University of Cincinnati College of 
icine. 
[he work reported in this paper was done under 
rant from the John R. and Helen Markle Founda- 
, through the Association of American Medical 
lleges, Dr. Henry E. Meleney, chairman. The work 
lone at the Research Station, Yepocapa, Guate- 
under Passed Acting Surgeon Anthony Donovan, 
States Public Health Service, Chief, Caribbean 
r Pan American Sanitary Bureau, Director of Pan 


ican Sanitary Bureau’s Research and Control 
ram Against Onchocerciasis, and Dr. Francisco 


A. 

Moll, A. A.: 

lelphia, W. B. 
2. Acta final de la Conferencia preliminar de la 

ercosis, Bol. san. Guatemala 14:22 (Jan.-Dec.) 


Aesculapius in Latin America, 
Saunders Company, 1944. 


Strong, R. P.: Stitt’s Diagnosis, Prevention and 
ent of Tropical Diseases, ed. 6, Philadelphia, 
akiston Company, 1942, p. 1351. 


the presence of calabar swelling and ocular dis- 
turbances, another filaria, Loa loa, also has some 
interest in connection with onchocerciasis. 

Dr. Francisco Diaz A.* wrote: “In 1915 a 
plantation owner in the Yepocapa area came to 
consult Dr. Robles about his daughter, whose 
face was reddened and swollen. From patient and 
continued study of this child over a period of six 
months Professor Robles concluded that this ill- 
ness was of parasitic origin, but no matter how 
hard he searched he could not find the suspected 
parasite.” Later a cousin of this child also had 
facial redness and edema, so-called erisipela de la 
costa (coast erysipelas), and, in addition, photo- 
phobia and diminution of visual acuity and a 
small tumor of the forehead. Excision of this 
tumor and careful examination showed a filaria. 
These are the first mentions of American 
onchocerciasis, although, in Guatemala, Guerrero 
is supposed to have referred to this disease syn- 
drome in 1908 without, however, “realizing its 
novelty or importance.” * Two possible cases 
were reported in 1916 by Thézé in French 
Guiana.® In addition to its location in certain 
selected communities in Guatemala, the disease 
was found later, in 1925, in Oaxaca, Chiapas and 
Guerrero in Mexico. Before the discovery by 
Robles in 1915, onchocerciasis had been reported 
only in Africa, where it has an extensive dis- 
tribution. Although 1893 is usually given as the 
date for the discovery of onchocerciasis in Africa 
on the Gold Coast by Leuckart,® in 1875 O'Neil ® 
discovered microfilariae resembling Wuchereria 
bancrofti in a pruritic dermatosis called “craw- 
craw” by the natives (gale filarienne). The in- 
sect vector for onchocerciasis is the gnat or black 
fly, Simulium. In 1919 Robles suggested that 
simuliids may be the carriers of the disease. In 
Africa, the species are Simulium damnosum and 

4. Diaz A., F.: Oncocerciasis de Robles, Bol. san. 
Guatemala 14:118 (Jan.-Dec.) 1943. 

5. Strong, R. P.; Sandground, J. H.; Bequaert, 
J. C., and Mufioz Ochoa, M.: Onchocerciasis, with 
Special Reference to the Central American Form of 
the Disease, Contribution 6, Department of Tropical 
Medicine and Institute for Tropical Biology and Medi- 


cine, Cambridge, Mass., Harvard University Press, 
1934. 
6. Craig, C. F., and Faust, E. C.: Clinical Para- 


sitology, ed. 3, Philadelphia, Lea & Febiger, 1943. 
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the Simulium neavei. In Guatemala and the 
southwestern part of Mexico, the types are 
Simulium metallicum (avidum) ochracetun and 
Simulium callidum (mooseri). In spite of many 
interesting theories, the origin of American on- 
chocerciasis is still a mystery. Because of the 
presence of similar filariae in cattle Bequaert ‘ 
has suggested a possible bovine source. Some of 
the investigators who are responsible for the 
progress in the study of American onchocer- 
ciasis are, in addition to Robles, V. M. Calderon, 
Pacheco Luna, Guerrero, Morales, Estévez, 
Mora, Mufioz Ochoa, R. de Leon, Barredo, 
Tacito Molina, Francisco Diaz A. and, in Mexico, 
Ochoterena, Larumbe, Torroella, Figueroa, 
Silva, Dampf, Fulleborn, Hoffmann, Gutierrez, 
Nettel, Martinez Baez, Luis Vargas and others.’ 
One of the classics on onchocerciasis in 
English has been written by Richard P. 
Strong, who summarized the detailed work 
of his Harvard expeditions. Strong’s con- 
tributions include the first detailed work on the 
pathogenesis and histopathology of the ocular 
complications and the discovery with Bequaert 
of the three species of simuliids capable of trans- 
mitting American onchocerciasis. Recently the 
Pan American Sanitary Bureau, under the direc- 
tion of Dr. Anthony Donovan, has been conduct- 
ing an important research and control program 
in American onchocerciasis. Some of the investi- 
gators in this plan include Wright, Murdock, 
Bozicevich, Brady and Lawton... The Univer- 
sity of Cincinnati College of Medicine group will 
make some clinical studies of American on- 
chocerciasis in Mexico. 

The parasite which causes onchocerciasis is 
the Onchocerca volvulus, a member of the true 
filaria group, which includes as representatives of 
interest to determatologists Wuchereria bancrofti 
and the closely related Wuchereria malayi and 
Loa loa. The detailed description of the appear- 
ance of the adult and larval forms of onchocerca 
may be found in the current works on para- 
sitology.® 

Briefly, the mechanism of infection of Ameri- 
can onchocerciasis is as follows: Through the 
bite of an infected simuliid, the microfilariae are 
introduced into the skin. The infective worm 
travels superficially in the skin until surrounded 
by cellular inflammatory infiltrate, when gradu- 
ally it becomes embedded in fibrous connective 
tissue, where the adult worm develops. Shafi *® 


7. (a) Diaz A., F.: Personal communications to 
the author. (b) Strong. (c) Diaz. (d) Strong.5 

8. (a) Donovan, A: Personal communications to 
the author. (b) Bozicevich, J.: Personal communica- 
tions to the author. (d) Diaz.7a 

9. Strong.? Craig and Faust.® 

10. Shafi, cited by Strong.’ 


has suggested “that the whole body of the wor 
dees not encyst at one time, but segment 
segment each producing around itself a react 
beginning with endothelioid cells and ending 
mature fibrous tissue which forms the wor 
canal for the segment. This process is repeat; 
until the whole length of the body of the worm 
dragged into and encysted inside the tumor.” 
number of adults may be found inside this fibroy 
tumor, called an onchocercoma by Diaz. Says 
for one report by Sharp® in 1927, no adult has 
been found outside of this onchocercomat 
nodule. According to Diaz,'! the time required 
from the introduction of the microfilaria into the 
skin until the appearance of the onchocercoma js 
about ten months. Onchocercomas have bee: 
reported in infants as young as 4+ months, an¢ 
even as young as 2 months by Robles. Fiy: 


Fig. 1—Multiple fusiform onchocercomas of the scal 


months is supposed to be required for fecun- 
dation of the worm inside an onchocercoma 
How the microfilariae produced in the onchocer- 
coma pass out through the relatively dense - 
brous capsule into the tissue beyond is not known 
but from his recent studies German? has 
expressed the belief that they travel along the 
perivascular spaces. The microfilariae are not 
found in the circulating blood except by accident 
German believes that if they penetrate a smal 
vessel, thrombosis is produced and the micr 

filariae die. In the skin the microfilariae mov 
through the superficial tissue, not through the 
deep connective tissue. Frequently no infant 
matory reaction is produced by their presence 

the dermis. The microfilariae are reported 

live not more than eight months in the skin. This 
interval is determined occasionally by the tim 


11. (a) Diaz A., F.: Onchocerciasis: A Summar} 
Department of Health, Guatemala, December 1943 ; 
German and McKee: Personal communications to th 
author. 
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juired for biopsies to become negative for 
icrofilariae after removal of the onchocercomas. 

ever, Diaz * has claimed that 28.8 per cent 
patients with onchocerciasis nodules 
ich are not palpable (nddulos no aparentes). 
hen this infected skin is bitten by a simuliid o} 

species indicated, the microfilariae are at- 
racted to the area and taken up, often in rela- 
ely large numbers, and develop finally in the 
racic muscles of the simuliid into their infec- 
e phase, about eight to nine days for their main 
val form. The adult worms may live fifteen to 
enty years in the human host, and the death 


have 


‘the nematode may produce absorption, calcifi- 


ation or eosinophilic abscess formation. Oncho- 


AN 


w 
“I 


ONCHOCERCIASIS 


postmortem studies have been surprisingly few, 
no microfilariae have been 
found in internal viscera. Unlike other forms of 
filariasis, eosinophilia may be found frequently, 
with average counts of sixteen to seventeen per 
cent. One case has been reported with 83 per 
cent eosinophils.'' Occasionally, there may be 
no eosinophilia in cases of ocular onchocerciasis. 
In a few instances when onchocercomas were 
transplanted into the tissue of 
monkeys or of rabbits or guinea pigs microfilariae 
were not found and the nodules were absorbed. 

The clinical picture of onchocerciasis includes 
the nodules, onchocercomas, and the complica- 
tions of microfilariae in the skin, onchodermatitis, 


onchocercomas or 


subcutaneous 


Fig. 2—Normal skin of ear of the patient shown in figure 1, showing large microfilaria. 


txation; 120. 


rcomas may perforate the skull. A precolum- 
an skull suggestive of this type of lesion has 
en found in Oaxaca and also one recently by 
Jiaz,4* dating from 1919, in the cemetery of 
nicacao in Guatemala. Diaz has also found an 
nchocercoma on the pleural surface of a rib. 
the microfilariae may travel a relatively long dis- 
“nce from their parent nodule. With a single 
varent nodule on the scalp, micrefilariae have 
en reported in the skin of the lower extremities. 
However, the number of microfilariae varies, 
inversely as the distance from the on- 
ercoma. The microfilariae are found also in 
nea, iris and conjunctiva. Microfilariae 
be found in the eye of a person without 
rent nodules and in biopsies of whose skin 
were not found. Although detailed 


ughly, 


‘or 


iTasites 


Formaldehyde 


and microfilariae in the tissues of the eye, on- 
chophthalmia. In those patients in whom the on- 
chocercomas are not found and microfilariae are 
present, the nodules probably are in atypical 
areas or deep in tissues or are extremely small. 
The ones which I have seen were usually about 
1 to 1.5 cm. in diameter. It is the opinion of 
Diaz ™ that because of the onchocerciasis control 
program in Guatemala, the large onchocercomas, 
5 to 6 cm. in diameter, are not found as fre- 
quently as before. In American onchocerciasis, 
the nodules are found usually about the head, 
neck and shoulders; in African onchocerciasis, 
about the trunk. There is no accepted explana- 
tion for this difference in characteristic distri- 
bution of onchocercomas, but Strong’s suggestion 
of the frequent use of leather head bands by the 
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Indians in Guatemala and the carrying of extra- 
ordinarly heavy loads on the head and shoulders 
may provide the trauma necessary for the arrest 
and encysting of the worm. However, children 
and Europeans not carrying heavy burdens on 
the head and shoulders have had onchocercomas 
about the head. These onchocercomas do not 
originate even near the insect bite, since the 
simuliids bite as frequently about the ankles and 
feet as they do about the head and shirtless torso. 
Onchocerciasis may also affect Europeans 
in the endemic areas. Diaz,* from a 
study of statistics, has made the statement that 
neither the race nor the age nor the sex in- 
fluences susceptibility to onchocerciasis. In gen- 
eral, these nodules resemble fibromas rather than 


but should continue the routine and syste: 
examination of the patient. 

After the incision through the skin is made, : 
inexperienced physician has some difficy 
recognizing a small deep onchocercoma and my 
rely chiefly on palpation. With blunt dissecti 
the onchocercoma shells out easily, and beio; 
it 1s cut open it still retains its resemblance : 
a fibroma or even an old sebaceous cyst. Whe 
the nodule is cut open, the cut surface is fir 
and whitish and spotted with few softened ar 
which represent the areas of the adult worm 
Strong has seen yellowish or orange coloration 
these softened areas. With gentle use of dissec 
ing needles the worm may be teased out. 7 
female worm may break, but the male worm ma 


Fig. 3—Portion of an adult female O. volvulus dissected out from an onchocercoma. Formaldehyd 


tion; x 15. 


sebaceous cysts and lipomas, since thev feel 
firm on palpation. In 1 patient seen in the Y.epo- 
capa area, with an onchocercoma of the forehead, 
the resemblance to sebaceous cyst was remark- 
able, including even a central enlarged occluded 
comedo pore. On biopsy an eosinophilic abscess 
was found, with no trace of the worms remaining. 
About joints these nodules simulate juxta- 
articular nodes. The skin over the nodule is nor- 
mal in appearance and not hot. Occasionally 
the nodules may be multiple. Rarely, with the 
death of the enclosed worms the nodules sup- 
purate. Nodules pressing on _ perichondrium, 
periosteum or periarticular tissues or on other 
sensitive structures may be painful. The best 
method for the examination of these nodules is 
to clip the hair closely from the scalp and palpate 
with care about the scalp and body. One should 
not be satisfied with the finding of one nodule 


be pulled out in toto. Many microfilariae may 
be found in the cut surface and also by squeezit 


out the cut nodule. The microscopic section, 
brief, reveals a completely circumscribed fibrous 
covering composed of concentric circular wraj- 
pings of dense collagenous fibers. Van Gieso: 
stain shows the masses of collagen fibers out- 
lining the areas where cross sections of the adult 
worms are found. Toward the center of th 
nodule, the fibers lose their intense deep red— 
staining qualities and become thinner and palet 
and even fragmented. In the sections of oncho- 
cercoma examined, the inflammatory reactio! 
was surprisingly sparse and included occasional 
giant cells, eosinophils, plasma cells and lymph 

cytes. Microfilariae were found scatter 

throughout the tissue but not in the externa 
fibrous wrappings of the nodule. In 1 instance 0! 
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cess formation, the fibrous capsule was rup- 
ed in several areas; the same general septal 
f architecture, however, was still maintained 
the fibrous tissue. The inflammatory infiltrate 
is predominantly eosinophilic, and in several 
s no cells other than eosinophils were found. 
tions taken from different areas of-the tissue 
‘k revealed no parasites or fragments of para- 
res. There has been 1 report® of a nodule 
ich in several places revealed areas suggestive 
fa giant cell sarcoma, but no additional reports 
e found in the literature of secondary malignant 
eveneration. The excision of the onchocercoma 
es not predispose to local abscess formation 
en good surgical technic is maintained. 
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or other conditions is not known. |Loewenthal 
has indicated that the papular dermatitis in 
African onchocerciasis is not caused by the bites 
if Simulium damnosum. listed six 
general types of onchodermatitis, edematous, 
chromatic, dry, glossy (/ustroso), pruriginous 
and mixed. In addition to the 
of pruritus there has been a_ peculiar type 
“erysipelas” described, crisipela de la 
costa or mal de morado. This is described as an 
erysipelas infection of the face which begins as 
an acute febrile episode and may become chronic 
in the form of swelling of the face, resembling 
myxedema, associated with dryness, scaling and 
increased itching, peculiar discoloration of the 


Diaz* has 


associations 


of 


taining ova and embryos. 


the majority of the patients with onchocer- 
ila present no demonstrable cutaneous mani- 
stations, in spite of the presence of numerous 
rofilariae in the skin. It is surprising to shave 
‘a thin section of skin which appears to be 
‘mal and to put this section with warm saline 
ution under a microscope and see numerous 
| active microfilariae. Other persons seem 
have pruritus and the usual complications of 
tmued pruritus, excoriations, lichenification 
id even eczematization. So-called onchoderma- 
‘ts is relatively uncommon. Whether this is 
€ to sensitivity to toxins elaborated by the 
tms, to acquired sensitization to nematode pro- 
in to associated cutaneous avitaminosis 


Fig. 4.—Cross section of an onchocercoma, showing the heavy fibrous capsule and sections of adult worms 
Hematoxylin and eosin; 


16, 


skin and usually conjunctivitis and the other 
associations of ocular onchocerciasis. The identity 
of this form is still not clear. Strong,® who has 
had extensive experience with onchocerciasis, 
was shown several possible cases by Calderon, 
but he was not entirely convinced. One patient 
seen in the Yepocapa area was a 22 year old 
Indian who had a swollen itching eruption of the 
face of two years’ duration. There was also 
severe photophobia. A small onchocercoma was 
present on the scalp. Two years previously the 
patient had had an onchocercoma of the scalp 
removed. The patient appeared dull and indif- 
ferent. The face was edematous, firm to the 
touch and not hot and presented a diffuse erythe- 
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matosquamous and lichenoid dermatitis more 
evident about the cheeks. The eyelids were thick- 
ened and scaling. The skin of the scalp and neck 
and ears was normal. Superficial examination of 
the eyes revealed conjunctivitis, synechiae and 
even a whitish-yellowish rim interpreted, in 
spite of his youth, as an arcus “‘senilis.”” Biopsy 
of the normal skin of the ear revealed numerous 
microfilariae. A small onchocercoma of the 
scalp was removed. His final diagnosis, then, 
was onchocerciasis with recurrent onchocer- 
comas, ocular onchocerciasis or onchophthalmia 
and facial onchodermatitis. From a review of 
the literature and discussions with investigators 
experienced in American onchocerciasis, it ap- 
pears that the most characteristic cutaneous 


of 


shows a completely nonspecific picture with per 
vascular infiltrate and often with few or pn 
microfilariae present. There is no characterist 
distribution of microfilariae. They are see 
scattered through the dermis and even in ¢ 
papillae without any relationship to vessels 

appendages of the skin. In areas of extensiy 
infiltrate no remnants of microfilariae can | 
made out. The eosinophils present in the sectio: 
are not out of proportion to the degree of eosinc 
philia of the circulating blood. 

In recent years the immunobiology of thi 
disease has been studied. Intradermal and se: 
logic tests on patients with onchocerciasis ha) 
been made with antigens prepared from Dir 
filaria immitis (the heartworm of dogs), Setar 


Fig. 5.—Section of an onchocercoma, showing sections of an adult female with ova and embryos and micrc- 


filariae in tissue. Hematoxylin and eosin; x 120. 


reaction of American onchocerciasis, not neces- 
sarily the commonest, is the subacute and chronic 
dermatitis of the face usually associated with 
ocular manifestations of varying degree and often 
with onchocercomas of the scalp or forehead. In 
other words, the clinical triad of onchocerciasis 
includes onchocercoma, onchophthalmia and on- 
chodermatitis. Cutaneous tests with filarial anti- 
gens are reported to have shown increased reac- 
tions in the patients with pruritus and dermatitis. 
This has not been substantiated enough, however. 

As has been stated before, sections of the skin 
frequently show absence of inflammatory infil- 
trate, and yet a considerable number of micro- 
filariae are scattered throughout the section, not, 
however, in the epidermis. Onchodermatitis 


equina, Litomosoides carinii and Onchocerca 
volvulus.’* There is some disagreement as to 
the specificity of the antigens used, since positi\ 
cutaneous reactions may be obtained in non- 
infected persons and in persons with intestinal 
helminth infections. Adequate controls must be 
used, both as control protein and control saline 
solutions, as Bozicevich *® has indicated. Wit 
such control and suitable dilutions of the antigeng 
it may be possible to reduce the number of fals¢ 
positive reactions. In persons infected with 
Wuchereria bancrofti, exacerbations of the symp- 


12. Wright, W. H., and Murdock, J. R.: Intracer- 
mal Reactions Following Use of Dirofilaria mms 
Antigen in Persons Infected with Onchocerca volvulus, 
Am. J. Trop. Med. 24:199 (May) 1944. Bozicevich.” 
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; of lymphangitis and scrotal pain have been 
luced after cutaneous testing with Dirofilaria 
mmitis antigen.** As yet, no exacerbations were 
ted by Bozicevich,®® in persons infected with 
chocerca volvulus. With the antigens pre- 
ied from adult worms or from onchocercomas, 
Strong and Bennet * found false positive intra- 
ermal tests and too many negative precipitin 
reactions. Bozicevich *» has found false negative 
;ctions if numerous microfilariae were present 
the cutaneous area tested. As yet, no cuta- 
us test with the cocci has been made on 
patients with the so-called erisipela de la costa. 
s additional serologic tests, quantitative com- 
ment fixation tests have also been made. Im- 


nodules, ocular manifestations and essentially 
nonspecific cutaneous changes in patients in 
countries where onchocerciasis is known to be 
endemic. The detection of microfilariae from 
aspiration of the onchocercoma, the detection in 
thin sections of the skin adjacent to a suspected 
onchocercoma and the biopsy of both onchocer- 
coma and skin may be of value. Microfilariae 
may be isolated from the conjunctiva also and 
may be seen in the cornea. The eosinophilia is 
usually decided, but in regions where intestinal 
parasitism is prevalent, eosinophilia is of no 
diagnostic value. With careful controls in the 
preparation and uses of the antigens, the various 
methods of cutaneous testing and quantitative 


Fig. 6.—Small microfilariae in tissue with little adjacent inflammatory reaction. Hematoxylin and eosin; 
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jortant work with filarial antigens continues. 
This work includes not only the diagnostic and 
trognostic but the possible therapeutic acids. 
diaz ™ has expressed the belief that negative re- 
ations in a patient in whom the apparent oncho- 
“rcomas had been removed is an excellent proot 
‘ure, especially if the reactions had previously 
en positive. This proof of cure still holds even 
‘the patient continues to reside in an endemic 
area, 
The diagnosis of onchocerciasis can be made 
cnically by the association of subcutaneous 


sozicevich, J., and Hutter, A. M.: Intradermal 
1 Serologic Tests with Dirofilaria Immitis Antigen 
Cases of Human Filariasis, Am. J. Trop. Med. 24: 
fay) 1944, 


serologic studies of the blood may be of practical 
value. Xenodiagnosis may also be employed. 
With this technic, noninfected simuliids are 
allowed to bite the skin of a person suspected 
to have the disease, after which the flies are dis- 
sected and examined for microfilariae. 

Because of the much more practical concern 
with Wuchereria bancrofti infections in military 
personnel at the present time, it is interesting to 
compare these two types of filariasis. The table 
shows the essential characteristics of the two 
forms of filariasis, Wuchereria bancrofti and 
Onchocerca volvulus infections. 

After many attempts to kill the adult Oncho- 
cerca volvulus in the onchocercoma by intra- 
nodular injection technics, today surgical excision 
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remains the only practical and essential therapy 
of onchocerciasis. Injection into the nodule of 
corrosives, besides being painful and giving rise 
to allergic reactions, is also not as effective nor 
as certain in result as the easier method of 
surgical removal. These nodules are removed 
easily with local infiltration anesthesia and blunt 
dissection. When one does surgical excision, 
one must consider the possibility of multiple 
nodules and the adjacent tissue should be pal- 
pated carefully with the gloved finger, since the 
other nodules may be small. The emphasis at 


Essential Characteristics of Filariasis from Wuchereria bancrofti and from Onchocerca volvulus 


possible to penetrate the fibroblastic covering 
about these adult worms. Whether the new) 
developed anthiomaline (lithium antimony t! 
malate) will be any more effective remains : 
be seen. In order to prevent the progress 

the disease in the patient, all adult worm; 
especially the females, must be destroyed. B 
cause of the presence of microfilariae in the ski 
the person is a carrier of the disease and efforts 
should be made to try to destroy all microfilaria 
with arsenical agents, fuadin or anthiomaline 

and perhaps by the local use of microfilaricida 


Bancrofti Filariasis 


Type of tissue preferred for Lymph nodes; lymph and blood channels 


localization 
Febrile episodes................ Periodic 
Elephantiasie syndromes...... 


Lymphangitic streakings...... 
cases 
Not found 


Subcutaneous nodules......... 
ous nodules (Napier) 


Asymptomatic infections...... Present 
Mosquitoes, especially culex 


sue eosinophilia (Wartman); 
struction 


nodes and lymphatic cords; 


quitoes glands (especially inguinal); in blood st 
only by accident; in simuliids feeding 
infected cutaneous areas 
Allergic reactions.............. Urticaria; asthma; febrile episodes (7), local Onchodermatitis (?); some types of ocular: 


tissue reactions (?) 


Cutaneous tests with D. im- Positive 
mitis, ete., antigens 

Complement-fixation with 
special antigens 


Positive in high titer 


Presence in military personnel 
of the United States 


Nematode worm of superfamily Filarioidea 


Common in late phases in natives; severe forms 
not (7?) expected in American cases; W. ban- 
crofti lower extremities, W. malayi upper 


“Centrifugal’’ type lymphangitis in American 


10 per cent of native cases painful subcutane- 


Persistent nodular lesion surrounding adult or 
remains of one; granulomatous type reaction 
with reticuloendothelial hyperplasia and tis- 

lymphatie ob- 


Occasionally found, living or dead, in lymph 

calcified filaria 
may be observed in roentgenograms 

In blood stream, usually at night depending 
on periodicity; in hydrocele; in infected mos- 


Evacuation of patient from endemic foci; gen- 
eral supportive therapy; anthiomaline (7): 
surgical intervention in late forms 

Found in persons stationed in endemic areas 
especially Samoa, New Guinea, etc. as yet 


Onchocerciasis 


Nematode worm of superfamily Filarioidea 
Superficial cutaneous tissue 


Uncommon 


Not found in American onchocerciasis; hy 
cele and mild elephantiasis of legs reported 4 
African onchocerciasis 


Not present 


Present 
Fibrous subcutaneous nodules common 


Present 

Black gnats, simuliids 

Fibrous nodule containing adults, ova and 
microfilariae 


In nodule 


In sections of skin: aspiration of nodules 
conjunctiva; in cornea; occasionally in 


ifestations (?) 
Positive 


Positive in high titer 


Surgical removal of onchocercomas; loca 
pruritic measures; anthiomaline (?), et 


Neither American nor African types report 


present is on the earliest diagnosis of onchocer- 
ciasis, especially to avoid ocular lesions. In order 
to avoid missing a small onchocercoma in the 
skin after the incision has been made, these 
nodules may be transfixed before incision and 
even before infiltration by a long needle and the 
needle kept in place during the infiltration and 
incision. There is no danger of the needle’s 
transfixing the nodule and releasing the infective 
adult from the nodule into the tissue. There is 
no unusual amount of bleeding on removal of the 
onchocercoma. 

With the usual remedies, including pamaquine 
naphthoate and antimony salts, it has been im- 


substances incorporated in ointment bases wit 
wetting agents in combination. The therapy 

the associated pruritus should be the usual ant 
pruritic measures. Vaccine therapy is n 
practical measure at the present time. Diaz * 

mentioned artificial fever therapy and, recent 
refrigeration technics. 

The best therapy for the ocular complication 
is the immediate treatment of any onchocercom 
about the head, especially the forehead. ! 
local therapy of onchophthalmia, including eve! 
injections into the anterior chamber, has bee 
reported as being discouraging. Since 1 
trol program has been started in Guatema 
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‘here has been a great diminution in blindness 
» ocular onchocerciasis. 


lo control the disease, the human agent is 


nuch easier to treat than the insect vector. There 
s some pessimism about the general efforts of 
ntrol of simuliids because measures to interfere 


the breeding would have to be extensive 


nd expensive. Research in this still continues 
nder the direction of the Pan American Sanitary 
Sureau.“* The human carrier is treated by 


mpt removal of the onchocercoma and _ at- 


mpts to prevent the transfer of his microfilariae 


avoiding contact with simulium (which is 
ist impossible with the Indian population) by 
use of repellents, protective clothing and 
Since this disease has been re- 
rted in Europeans, persons who work in 
lemic areas should make a definite effort to 
event bites from simuliid flies. Infected per- 
ns from endemic areas of onchocerciasis should 
t be allowed in certain areas of the United 


states where simuliids are found. It is interesting 


that the Pan American Highway traverses 
of the onchocerciasis zones of Central 
rica.*, Perhaps the future will reveal effec- 
e systemic therapy for this disease and also 
y throw some light on its mysterious origin 
the New World. More work is being done 
w on the study of the filarial parasites, especial- 


ONCHOCERCIASIS 


ly the larval forms in the tissues of infected hu- 
man beings and mammals and in experimental 
laboratory animals, and the possibility of other 
insect vectors.” 
SUM MARY 

American onchocerciasis is an example of a 
disease of tropical America which should be of 
interest to the dermatologist. This disease is a 
form of filariasis produced by Onchocerca vol- 
vulus, of which the adult forms are presented in 
subcutaneous nodules about the head and shoul- 
ders especially and the microfilariae in the super- 
ficial tissues of the skin and eye. The clinical 


of onchocerciasis includes onchocercoma, 


triad 
onchophthalmia and nonspecific forms of oncho- 
dermatitis. The commonest type of dermatitis, 
perhaps outside of pruritus, is the reddened, 


edematous face. The therapy is, for practical 
purposes, surgical removal of the nodules con- 
taining the adult worms. Present day methods 
of control are concerned with the treatment of 
the human carrier. According to some investi- 
gators, there is possibility of spread of oncho 
cerciasis through carriers from infected areas of 
Central America coming into areas of the United 
States where the insect vector, the Simulium, 
is found. Moreover, the Pan American Highway 
traverses part of the onchocerciasis areas of 
Central America. 
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AMERICAN LEISHMANIASIS OF FRAMBESIAL TYPE 


OSWALDO G. COSTA, M.D. 


Assistant in the Clinic of Syphilis and Cutaneous Diseases of the Faculty 
of Medicine, University of Minas Geraes 


BELLO HORIZONTE, BRAZIL 


The clinical forms of nonulcerative American 
cutaneous leishmaniasis are divided, according 
to Rabello,? into dermic nodular and vegetative ; 
the latter form may appear with lesions resem- 
bling yaws and with verrucous lesions. 


Amazonas, where it is vulgarly called figueira 
(fig. tree). In the raspberry type the initial 
lesions do not ulcerate, but by acanthosis and 


American leishmaniasis simulating yaws. 


In this report I shall deal only with the yaws- 
like type, which was described in Brazil by 
Terra * and confirmed by Cruz? in the state of 


1. Rabello, E.: Clinical Forms of Tegumentary 
Leishmaniasis, in Compt. rend. Cong. d. dermat. et syph. 
de lang..frang. 27:561-568, 1923. 

2. Cited by Rabello.1 


ture of a papilloma. The clinical aspect of this 
type is represented by soft papillomatous lesions 
similar to yaws. The diagnosis must be made 
between this disease and yaws, vegetative py0 
derma, vegetative sporotrichosis, vegetative 
syphilid, acuminate condyloma and_vegetativ 
blastomycosis. 
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REPORT OF A_ CASE 


J. S., aged 36, was a Brazilian Negro living at 
lade dos Geraes (state of Minas Geraes). His 
ly and personal history were of no interest. 
he patient stated that about eight months ago while 
vas felling forest trees in the Sorocabana region in 
state of Sao Paulo there appeared a small itchy 
sion at the level of the left tibiotarsal point. This 
n progressed and increased in size until it attained 
present aspect and extent. Physical examination 


LEISHMANIASIS 


showed nothing of interest. On dermatologic exami- 
nation numerous lesions of similar aspect were seen 
on the lower third of both legs. These lesions were 
confluent or disseminated and of varying shape. Their 
appearance was that of soft papillomas traversed by 
grooves which bounded the papillary formation. The 
lesions were covered with a seropurulent exudate. 


Microscopic search for Leishmania braziliensis was 


successful. The Kahn reaction was negative. 


Rua Ceara, 1695. 
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CHI. KAPOSI’S VARI 


REPORT OF 


CLINTON W. LANE, M.D. a 
ST. 


Five cases have been observed the features of 
which conform to the details of the varicelliform 
eruption as described by Kaposi.t Because of 
the supposed rarity of this disease and the dis- 
agreement concerning its causation and classifica- 
tion, a report and a discussion of these cases 
were deemed worth while. Some authors con- 
sider the disease to be a form of eczema vacci- 
natum; one writer? recently proposed a new 
title, dermatitis vaccinica, to include all the 
allied processes, namely, eczema _ vaccinatum, 
generalized vaccinia, pustulosis acuta varioli- 
formis* and Kaposi's varicelliform eruption. 
Study of these 5 cases leads us to believe that 
this striking eruption is unique and deserves to 
maintain its identity as a separate disease. In- 
vestigation indicates that the etiologic agent is a 
virus, probably a strain of the virus of herpes 
simplex. 

REPORT OF CASES 

Case 1—M. L., a 20 year old white man, with 
disseminated neurodermatitis of two years’ duration, 
was first examined in April 1941. He had improved 
in the late spring of 1942 and was accepted by the 
United States Marine Corps in June. For the most 
part, his service career was spent in hospitals because 
of exacerbations of his eczema, and he was honorably 
discharged in September. The dermatitis persisted, and 
on Oct. 29, 1942 he was observed for swelling and 
tenderness of the glands in the neck. Accompanying 
this were fever, anorexia and malaise. In the belief 
that he had an infection of the upper respiratory tract 
or grip, he was referred to his family physician. His 
condition gradually became worse, and four days later 
vaccinia-like lesions appeared on the neck. He entered 
the hospital on this day, with a temperature of 103 F. 

During the next few days the eruption became more 
extensive. The face, neck and upper part of the chest 
were thickly studded with vesicles and bullae, most of 


Studies, observations and reports from the Barnard 
Free Skin and Cancer Hospital. 

Read at the Sixty-Fifth Annual Meeting of the 
American Dermatological Association, Inc., Chicago, 
June 19, 1944. 

1. Kaposi, M.: Pathology and Treatment of Dis- 
eases of the Skin, New York, William Wood & Com- 
pany, 1895, p. 346. 

2. Ronchese, F.: Dermatitis Vaccinica (Kaposi's 
Varicelliform Eruption), Arch. Dermat. & Syph. 47: 
613 (May) 1943. 

3. Juliusberg, F.: Ueber Pustulosis acuta variolifor- 
mis, Arch. f. Dermat. u. Syph. 45:21 (Jan.) 1898. 


CELLIFORM ERUPTION 


FIVE CASES 
np WALTER C. HEROLD, M.D. 


LOUIS 


which became umbilicated. Many of the lesions 
tained a milky or purulent fluid, and, as the suria 
were denuded, there resulted macerated, bright r 
raw areas, which later became crusted. Less numer 
lesions of similar character were present in the cul 
regions on the forearms and wrists and on the mid 
ot the chest. Accompanying the eruption was 
nounced edema. The nostrils and mouth were i: 

by vesicles and bullae, so that respiration, mast 
and deglutition were difficult. A purulent discha: 
exuded from the conjunctivas and matted together : 
edematous eyelids. Cervical and postoccipital 
nodes were enlarged and extremely tender. A diagr 
of Kaposi's varicelliform eruption was made. 

The “picket fence” temperature rose to peaks oi 
and 104.4 F. and then fell by crisis. On his entr 
to the hospital the white blood cell count was &§& 
and one week later it was 5,100 cells per cubi 
meter. Treatment consisted of use of cool solut 
boric acid packs, liquid petrolatum packs, bland « 
ments, salicylates and sedation. No new lesions apm 
after November 5, and the existing lesions cleared in 
week. The eczematous eruption of the patient dis 
peared almost completely during this period, but t! 
weeks later it recurred, and it has persisted. 

Case 2.—E. S., a 14 year old white boy, was 
seen on Feb. 11, 1943, at which time he complain 
an eruption on his face of three days’ duration 
trouble had begun four days before with a cer 
lymphadenopathy. The eruption appeared as pap 
which after a few hours became pustular; lesions 
developed first on the eyelids and then spread over t 
forehead and cheeks. Malaise and burning of the ¢ 
were present from the third day of the eruption 

The patient was said to have had a mild eczema 
the face beginning at 3 months of age. During 
previous two winters a pruritic, red thickened erupt 
had developed in the cubital spaces and on th 
of the neck. 

Physical examination revealed a well develop: 
nourished white boy, rather listless and much 1 
by a photophobia and by a burning of his ey 
the face, especially the forehead, eyelids and 
Was a severe eruption of discrete and conflu 
bilicated pustules. There were moderate swelling 
tenderness of the submental, submaxillary and 1 
cervical lymph nodes. In addition to the acute pt 
there was a chronic lichenification with a mi 
thema on the cubital spaces, the sides of the 1 
the chest. Diagnoses of Kaposi’s varicellifor 
tion and disseminated neurodermatitis were ma 

The patient was referred to Dr. T. E. Sanders, 
ophthalmologist, because of the corneal inv 
He reported: “With the slit lamp microsc 
staining with fluorescein, there were seen ro! 
crete erosions of the corneal epithelium. T! 
superficial, noninflammatory and _ indistinctly 
numbering twelve on the right eye and_ nin 
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These lesions were unusual, were dissimilar to 
were entirely different from 
nia lesions of the cornea,” Eleven days after the 
the ocular lesions had healed. 
atment of the eruption consisted of the local use 
mpresses of solution of boric acid and bismuth 
mphenate ointment. Internally, small doses of 
ilamide (10 grains [0.65 Gm.] four times daily) 
given for six days. During the first two days 
new lesions developed on the arms, forearms 
neck. The facial lesions became matted into a 
By February 18, the eleventh day after 
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nodes had become swollen. Two days later there had 
been a sudden overnight development of many pustules 
on the face and anterior portion of the scalp. During 
the next three days similar new lesions had appeared. 
There had been decided malaise and anorexia. 

The patient had been kept at home by her physi- 
cian’s diagnosis of mumps, so that when she was first 
observed by us, one week after the onset, many of the 
lesions were subsiding. However, characteristic pus- 
tular lesions, some umbilicated and some crusted, were 
still present on the face and the anterior portion of 
the scalp. The left submaxillary lymph nodes were 


lig. 1 (case 2)—Umbilicated pustules on the cheeks 


et 


height of the eruption. 


ASE 3.—D. B., 


on the eyelids and forehead have ruptured and 


there remained only mild erythema and slight 


‘ting. As the patient was not hospitalized, routine 
lings of temperature had not been taken, though 


readings of 101 F. had been obtained during 
Five months later it was 
ed that no permanent scars had resulted. 

a 17 year old white girl, was first 
March 13, 1941, when she complained of an 
typical of disseminated neurodermatitis. It 


begun at 4 months of age as an eczema of the 


d at 3 years of age it began to involve the 


pril 6, 1943, the patient reported at the office, 


tng that eight days previously the cervical lymph 


and the vermilion border of the lip. *Older 


crusts have formed. 


upper 


swollen and tender, but the temperature by this time 
was normal. A diagnosis of Kaposi’s varicelliform 
eruption was made. By April 12, fourteen days after 
onset, the eruption had cleared; a few shallow light 
red scars were present for five weeks and then grad- 
ually faded completely. 

Case 4.—B. L., a 3 year old unvaccinated white girl, 
was first seen on April 4, 1943, complaining of an 
eruption on the face, neck, arms and popliteal spaces 
coming on and persisting during cold weather ever 
since she was 3 months of age. 

Examination showed a well developed and well nour- 
ished, white child with a classic disseminated neuro- 
dermatitis. There was a superimposed chemical irri- 


ns 
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Fig. 2. (case 3)—The acute stage is subsiding, and the older lesions are crusted or have been succeed 
by. shallow, pitted marks. There are a few intact bullae on the forehead. 


Fig. 3 (case 5).—Large, intact blebs on the cheeks and chin on the fifth day of the eruption. Many bullae ha 
ruptured, with resultant raw or crusted areas. 
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k was raw and was weeping profusely. 


I ital. 
5; Gm.) every four hours, had been started on April 
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, for which a bland ointment was prescribed, bu 
nvolved areas became more inflamed. Ten days 
, on April 15, the entire face and the shoulders, 
rms and arms were edematous and the cervical 
nodes were much enlarged. The next day pus- 
began appearing on the neck, and on the follow- 
ew days extended over the iace, chest and arms 
to a slight extent the dorsum of the hands. The 
t was hospitalized, at which time the temperature 
104.4 F. A diagnosis of Kaposi’s varicelliform erup- 
vas made. 
course was severe and acute. The temperature 
{ the “picket fence” type ranging to 105.6 F. 
ially falling to below 100 F. Meanwhile it was 
that there were many new umbilicated pustules 
face, especially the forehead and cheeks. The 
There were 
| crusts and pits at the sites of former lesions on 
hest and hands. By April 23 the eruption was 
nning to be improved, though some new lesions 
still developing on the hands, forearms and upper 
i the back. No new lesions appeared, and the 
ent was discharged from the hospital ten days aiter 
nset of the infection. 
he treatment was symptomatic and consisted in the 
f olive oil packs, ice collar, copious amounts of 
is and small doses of acetylsalicylic acid and pheno- 
Administration of sulfadiazine, 714 grains 


but had had to be discontinued three days later, 

n the white blood cell count suddenly fell in twenty- 
hours from 8,600 to 2,300 with only 10 per cent 
rphonuclear neutrophilic leukocytes. 

hree months later it was observed that there were 

erate numbers of small light red slightly depressed 
in the previously involved areas. The neuroder- 


itis, which had practically cleared during the course 


the Kaposi varicelliform eruption, was becoming 


rse again, but on subsequent examination the patient 


s entirely clear of lesions of neurodermatitis and no 
rring could be noted. The neurodermatitis recurred 
ng the ensuing winter. 

ise 5.—A. L., a 15 month old boy, was first seen 


. Jan, 24, 1944, with an eczematoid eruption on the 


res. The eruption had begun at 6 weeks of age 
a dry redness of the face, and subsequently the neck 
extremities had been involved. Disseminated neu- 
ermatitis was diagnosed. 

[wo days later the mother telephoned and stated that 
patient had a cervical lymphadenopathy and a tem- 
iture of 104 F. After twenty-four hours the areas 
hronic dermatitis became acutely inflamed and were 


svaded by an erythematopapular rash, which began on 


heeks and spread to the wrists, the legs and the 
Nothing further was heard until the patient 


nered Childrens Hospital four days later. 


xamination showed an acute, umbilicated, pustular 
n over the extremities, face, neck and V area of 
st. There was considerable excoriation, especially 
arms and hands, resulting in sanguineous crust- 
mn the dorsum of the hands, in the cubital and 
liteal spaces and on the neck there was also lichenifi- 
The cervical, axillary and inguinal lymph nodes 
enlarged and the temperature was 104 F. The 
te count was 5,650, with 18 per cent stab cells; 

of the blood was negative for pathogens and 

of the skin yielded a heavy growth of staphy- 
Kaposi's varicelliform eruption was diagnosed. 

of zinc oxide N. F. was used locally. Sulfa- 

in doses of 0.5 Gm. was given every six hours 

1 January 30 to February 2, when it was discon- 
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tinued because of the steady fall in the white blood 
cell count to 4,000; on February 3, the count had risen 
to 7,650. Meanwhile, many of the old lesions were 
clearing, but a iew new pustules could be noted on the 
lower part of the cheeks and on the neck. When the 
patient was discharged, on February 10, the eruption 
had almost cleared, although considerable erythema 
persisted. On April 24, ten weeks later, the lesions 
of disseminated neurodermatitis were observed to have 
recurred rather severely but no scarring could be noted 
from the vesicular eruption. 


COMMENT 

Kaposi's original opinion? that the eruption is 
due to a fungus is untenable. Several authors 4 
attributed the disease to a 
Among these McLachlan and Gillespie ® studied 
an extraordinary, puzzling epidemic of 16 cases, 
but they did not make an investigation for a 
virus. In all other reports there has been no 


have pyococcus, 


apparent relationship between any 2 cases. 


Inoculations on pads and corneas of rabbits 
by Brain and Lewis ® did not show the presence 
of a virus, but staphylococci and streptococci 


were found. The serum of a rabbit inoculated 
in the eye did not have agglutinating, precipi- 
tating and neutralizing powers against the vac- 
cine virus. The Paul test performed by Bettley ‘ 
elicited a negative reaction, but the material was 
from an “old” vesicle. Guarnieri bodies were 
demonstrated by Freund * and by Pepple, Mur- 
rell and Fowlkes.® 

Recently in an excellent article Wenner *° 
reported the 3 cases of the occurrence of the 
eruption in infants. One of the patients died 
with symptoms suggestive of encephalitis. In a 


4. Frihwald, R.: Pustulosis vacciniformis acuta 
beim Erwachsenen, Dermat. Wchnschr. 99:922 (July 
14) 1934. 

5. McLachlan, A. D., and Gillespie, M.: Kaposi’s 
Varicelliform Eruption: An Epidemic of Sixteen Cases, 
grit. J. Dermat. 48:337 (July) 1936. 

6. Brain, R. T., and Lewis, B.: Investigation of 
Virus Diseases of Skin, with Report of Case of Ka- 
posi’s Varicelliform Eruption, Brit. J. Dermat. 49:551 
(Dec.) 1937. 

7. Bettley, F. R.: Kaposi’s Varicelliiorm Eruption: 
Some Experimental Findings, Brit. J. Dermat. 52:222 
(July) 1940. 

8. Freund, J.: Fur Aetiologie der pustulosis vac- 
cinitormis acuta (Kaposi-Juliusberg), Dermat. Wchnschr. 
98:52 (Jan. 13) 1934; abstracted, Wise, F., and Sulz- 
berger, M. B.: Year Book of Dermatology and Syphil- 
ology, Chicago, The Year Book Publishers, Inc., 1934. 

9. Pepple, A. W.; Murrell, T. W., and Fowlkes, 
R. W.: Varicelliform Eruption of Kaposi, South. M. 
J. 35:667 (July) 1942. 

10. Wenner, H. A.: Complications of Infantile Ec- 
zema Caused by the Virus of Herpes Simplex: (a) 
Description of the Clinical Characteristics of an Un- 
usual Eruption and (b) Identification of an Associated 
Filtrable Virus, Am. J. Dis. Child. 67:247 (April) 
1944, 
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careful exhaustive study there was isolated from 


each of these patients a filtrable virus closely - 


related to the virus of herpes simplex. 

Eczema vaccinatum and generalized vaccinia 
are closely related diseases.‘* In eczema vacci- 
natum the lesions involve areas covered by an 
already existing eruption, frequently an infantile 
eczema but not necessarily so. Usually there 
is a history of recent vaccination either of the 
patient himself or of a contact. The eruption is 
considered as a direct autoinoculation spread of 
the active vaccinia virus onto the injured skin, 
which serves as a fertile site of inoculation. 

Generalized vaccinia appears in a patient who 
was vaccinated and in whom the “take’’ became 
generalized. A preexisting eruption is usually 
not present. Although the autoinoculation theory 
is not without possibility, hematogenous spread 
and development are probable. There is good 
experimental proof '? to show that after inocula- 
tion, the vaccine virus is spread hematogenously 
to all parts of the body even before any reaction 
appears at the site of inoculation. 

Those who believe that Kaposi’s varicelliform 
eruption and eczema vaccinatum are identical *° 
claim that in cases of the former disease there 
is no report or record of the discovery of vacci- 
nation contacts. In answer to this statement 
the vaccination histories of our patients are pre- 
sented. 

Case 1.—The 20 year old man had been vaccinated 
at the age of 6 years, but no “take” resulted. The 
second vaccination, at the age of 16 years, caused a 
typical local vaccinia reaction, resulting in a large 
prominent scar; the third vaccination at the age of 20 
years, four months before the onset of the Kaposi erup- 
tion, caused an accelerated immune reaction. There 
was no known contact with vaccinia for six weeks 
before the onset of Kaposi’s disease. 

Case 2—The 14 year old boy had been vaccinated 
five years previously, at the age of 9 years; a good 
“take” was obtained, and a large distinct scar resulted. 
A careful check of his associates revealed that none 
of them had been vaccinated recently. 

Case 3.—The 17 year old girl had a prominent vac- 
cination scar on her left arm from her first and only 
inoculation, four years before. The patient had been 
sick in bed for two weeks because of the severity of 
the reaction. There was no known recent contact with 
vaccinia. 

Case 4.—The 3 year old child had never been vac- 
cinated. As she had had a severe dermatitis for over 


11. Ellis, F. A.: Eczema Vaccinatum: Its Relation 
to Generalized Vaccinia; Report of Two Cases, J. A. 
M. A. 104:1891 (May 25) 1935. 

12. Gins, H. A.; Hackenthal, H., and Kamentzewa, 
J.: Neue Erfahrungen und Versuche iiber die Gene- 
ralisierung des Vakzinevirus, Centralbl. f. Bakt. (Abt. 1) 
110:115 (Jan. 24) 1929. 

13. Tedder, J. W.: Eczema Vaccinatum, Arch. 
Dermat. & Syph. 34:1008 (Dec.) 1936. 


a month before the Kaposi varicelliform eruption 2 


peared, her list of contacts was small; none of 
had experienced recent vaccinia, variola or vari 


In September 1943, five months after her episode \ i 


the varicelliform eruption, the patient was vaccii 
by her physician; a moderately severe “take” was 1 
duced, and a distinct scar resulted. 

Case 5.—The 15 month old child had never been 
cinated, because of the existence of an eruption 
6 weeks of age. The patient was from a small 
munity, and there had been no known direct or indi: 
contact with vaccinia, varicella or variola. 


It is of note that the first patient had had ; 
recent accelerated immune reaction: the se 


ond and third patients had experienced stro: 
“takes” five and four years previously. Althoug 


it is possible that these patients could be infect: 
with a vaccinia virus, it is improbable. The fourt 
patient had not been vaccinated at the time of he: 


disease, but the subsequent reaction to vac 


nation was typical of a nonimmune person a: 
seems to be good evidence against vaccinia 2 


the cause of the eruption. The fifth patient h 
never been vaccinated. 


In none of the cases could there be found an 


association with herpes simplex. Although t 


first 4 patients were ali seen in the same pr 
vate office over a five month period, there ha 


never been any contact between the patients. 
In our patients streptococci and staphyloc 


were found and were considered to be secondar 
invaders. As M. L. (case 1) was too advance 
in his course before a diagnosis was made, : 
virus studies were made. D. B. (case 3) pre 
sented herself when all of the pustules were i 
a subsiding stage. Material from a one day ol 
pustule of E. S. (case 2) was injected intra 


peritoneally into a guinea pig. A severe abdon 


nal and inguinal lymphadenopathy developed : 
the next two or three days and then subsided 


On the sixth day, when the animal was killed, 


appeared to be well. Gross examination show 
only a mild lymphadenopathy. Histological 


1 


there were small areas in the liver and lw 


which had many intercellular structures su 
gestive of Borrel and Bollinger bodies but whi 
were thought by Goodpasture to be lipoprote 


substances. The Paul test was performed on ma 


terial from B. L. (case 4), but, unfortunatel 


1 


the material was taken from an older lesio! 


No Guarnieri bodies could be found, althoug 


a nonspecific keratitis was produced. Dire 


stained smears from lesions of E. S. and B. ! 


(cases 2 and 4) failed to reveal any evidence 
a virus. 

Case 5 was more thoroughly studied, ow 
to the active cooperation and the painstaki 
virus studies of Drs. Russell Blattner @ 
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‘ence Heys,'* of the St. Louis Childrens 
pital. They have already published a pre- 
nary report of their observations and are con- 
ng their investigation. The following data 
titute the results of their studies up to the 
nt. 
uid removed from cutaneous vesicles pro- 
d lesions on the cornea of a rabbit within 
days. The cornea was removed on the 
th day, and after washing and centrifugation 
luid was inoculated intracerebrally into mice 
onto the chorioallantois of embryonated 
eggs. The had 
| in two to four days, and by the fourth day 
erous small, opaque, pocklike lesions had 
eared on the chorioallantoic membranes. 
iid from other vesicles of the patient was 
ulated directly onto the chorioallantoic mem- 
rane and produced small, pocklike lesions in 
“om four to five days. There was no evidence 


mice convulsions and 


bacterial infection. 

[he two strains of virus, one isolated from 
e cornea of the rabbit and the other from the 
rioallantoic membrane, have reacted similarly 
The rabbit strain has been trans- 
ered to mice and carried for seven passages, 


md the egg strain transferred to mice has been 


ried for six passages. Repeatedly intracere- 
injection of the virus into mice produced 
nvulsions and death in from two to seven days. 
> convulsions were similar to those exhibited 
mice which have been inoculated with the 
rus of herpes simplex, and the incubation 
riod is identical.*° The virus is unusually in- 
tive for mice, which die in from eight to nine 
vs when the concentration is only 10~*. On the 
rage half of the mice die with concentrations 
and and some die even with con- 
10-". Therefore the virus is 
‘tongly neurotropic. 


ntrations of 


ther methods of inoculation*® have been 
ed in mice: By the intraperitoneal route mice 

in convulsions in six to eight days; by the 
Nranasal route death occurs with convulsions 
iseven to ten days, and even severe scarification 
‘the skin produces death in seven to twelve 
ays. In all of the mice so inoculated the virus 
as recovered from the brain. 

ther animals show similar reactions: 
samsters inoculated intracerebrally die in con- 
| 4. Blattner, R. J.; Heys, F. M., and Harrison, 
»L. K.: A Filtrable Virus Isolated from a Case of 
S2o0s1's Varicelliform Eruption, Science 99:432 (May 

1944, 

‘. Blattner, R. J., and Heys, F. M.: Personal com- 
nication to the authors. The data are to be pub- 
“ed when the investigation is completed. 
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four to five days, and when inocu- 


vulsions in 
lated by scarification of the skin they die in 


eight to ten days; in rabbits lesions develop 
on the cornea on the third day, but the data on 
rabbit encephalitis is incomplete to date. 

Mouse protection tests show that the serum 
of the patient has an increasing titer of antibody 
to this virus. Serum taken at fifteen days and 
at thirty days after the onset of the illness 
showed a high protective titer. The serum of 
the patient showed a similar increasing antibody 
titer to a known strain of herpes simplex virus. 

The serums of 3 of our patients and that of a 
patient from Chicago known to have the disease 
were tested for antibody titer against the virus 
recovered from A. L. (case 5). The serums of 
M. L. and E. S. (cases 1 and 2) obtained eight- 
een months and fourteen months respectively 
after their attacks of Kaposi’s varicelliform erup- 
tion showed complete protection against this 
virus, as did the serum of the Chicago patient. 
However, the serum of B. L. (case 4) twelve 
months after her attack revealed no protection 
whatsoever. Also there were no antibodies in 
the serum of a patient with pyoderma superim- 
posed on a disserninated neurodermatitis. 

This lack of antibody titer in case 4 can be in- 
terpreted in two ways: In this particular case 
the disease may have been produced by a virus 
unrelated to the strain producing the disease in 
case 5 or in the intervening twelve months the 
antibodies may have disappeared from the serum. 
A loss of this character has already been recorded 
by Wenner.'® 

On the other hand, egg protection tests with 
known vaccinia virus reveals no increasing anti- 
body titer of the patient’s serum to the virus of 
vaccinia.*® 

Macroscopically, the lesions of the chorioal- 
lantoic membrane are discrete, small, opaque, 
whitish pocks. On microscopic section there is 
revealed a cellular proliferation of all three 
layers of the chorioallantois, most pronounced in 
the mesoderm, where there is also considerable 
cellular infiltration. Proliferation of epithelial 
cell occurs in sections of the cornea of the rab- 
bit. The mouse brain reveals an encephalitic 
process and the presence of acidophilic inclusion 
bodies of the herpetic type. 

Kaposi stressed the fact that the disease occurs 
as a complication of an infantile eczema; all of 
his patients were infants arid children, although 
cases of its occurrence in adolescents and adults 
have since been noted. We believe that Kaposi’s 
varicelliform eruption occurs predominantly in 
persons who suffer from a definite and particular 
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disease, disseminated neurodermatitis, whether in 
its infantile, childhood or adult forms. By con- 
trast, in cases of eczema vaccinatum, in which 
there is an inoculation into some point of les- 
sened resistance or into an altered epidermis, 
the eruption may be superimposed on many dif- 
ferent primary diseases, such as impetigo, scabies 
and syphilis. 

In all of our cases the clinical course was 
striking. There was a sudden onset with pro- 
nounced painful cervical adenitis, so that motion 
of the neck was definitely restricted. In case 3 
the adenitis was so severe that the patient was 
prevented from coming to the office by the local 
physician’s diagnosis of mumps. Accompanying 
the adenopathy were fever, anorexia and general 
malaise. The herpetiform, vesicular and bullous 
eruption began within forty-eight hours after the 
acute onset and continued to develop during the 
next five to ten days. The lesions, which were 
more like smallpox than chickenpox, appeared 
usually on the neck over the adenopathy and then 
spread to the eczematous areas on the face, chest, 
shoulders and extremities. However, some vesi- 
cles were situated on noneczematous skin. At 
the time of the eruption the generalized reac- 
tion was at its height. All the patients had a 
high fever, which declined gradually. The 
cutaneous lesions disappeared within eight to 
fourteen days from the onset. The leukocyte 
count did not increase with the fever, as in all 
cases there was a leukopenia, either relative or 
actual. Serious, sometimes fatal, complications 
have been reported ’® but were absent in our 
cases. 

There is a recent report ** of 3 cases in which 
sulfadiazine was used with great benefit. This 
was not our experience; we advise against its 
use. The disease itself usually is characterized 
by a low white blood cell count, and in 2 of the 3 
cases in which we used a sulfonamide drug, the 
counts were further reduced, 1 to a dangerous 
level. The other was not affected. On the other 
hand, we have noted beneficial effect from sulfon- 
amide drugs used against the nonspecific pyoder- 
mal lesions which occasionally develop in at- 
tacks in disseminated neurodermatitis. These 
episodes of pyoderma may be sudden in onset, 
extensive and associated with constitutional 
symptoms, thus closely simulating Kaposi’s vari- 
celliform eruption. 

16. Barton, R. L., and Brunsting, L. A.: Kaposi’s 
Varicelliiorm Eruption: Report of Case, Proc. Staff 
Meet., Mayo Clin. 18:199 (June 30) 1943. 

17. Connor, A., and Gonce, J. W., Jr.: Treatment 
of Kaposi’s Varicelliform Eruption with Sulfonamide 
Drugs, J. Pediat. 23:335 (Sept.) 1943. 


DERMATOLOGY 


AND SYPHILOLOGY 


SUMMARY 

From a study of 5 cases of Kaposi's varicelj 
form eruption the following observations we: 
made : 

The disease, occurring as a complication ; 
some cases of disseminated neurodermatit: 
begins suddenly with fever and cervical adeno; 
athy; within a few days a herpetiform eruptic 
appears and is most pronounced on the fa 
and neck. The course is acute, stormy and 
times alarming, but the majority of patien 
recover without sequelae. 


There is an actual or relative leukopenia. 
the sulfonamide drugs are employed, they mu 
be used with extreme caution, as they may r 
duce the leukocyte count to a dangerous levé 
In our experience sulfadiazine and sulfanilami¢ 
were without benefit. 

The disseminated neurodermatitis is temp 
rarily benefited by the intercurrent infection, b 
it recurs within a few weeks. There is no residu: 
scarring from the varicelliform eruption. 

The therapy which was successful in thes 
cases consisted in the application of aqueou 
and oily packs and of bland ointments to reduc 
the inflammation, rest in bed, application of ic 
collars for the cervical adenopathy, forcing 
fluids and administration of sedatives and ant 
pyretics. 

CONCLUSIONS 

1. Kaposi’s varicelliform eruption is a defini 
entity and can be differentiated from eczema vat 
cinatum. 

2. The cause of the disease is a virus closely 
related to or probably a strain of the herpe 
simplex virus. There is no relationship to t 
virus of vaccinia and the degree of immunity * 
vaccination is irrelevant. 


ABSTRACT OF DISCUSSION 
Dr. M. H. Epert, Chicago: Most of us, I belies 
had the pleasure of listening to Dr. Lynch's paper 
the same subject a few days ago at the Annual Sess 
of the American Medical Association, and today \ 
had the pleasure of listening to this excellent rep 


_ on the clinical observations and experimental work 


the herpes virus origin of Kaposi’s  varicellifor 
eruption. 

The feeling that this disease is due to a virus 
persisted since its first description by Kaposi, as t 
name or names indicate; but it was felt by most st 
dents that it was a form of vaccinia infection, and 
experimentation and study were along this directi! 

It is only recently that the idea has come to & 
front that it is due to another virus, the herpes <imp! 
virus, and I think that Dr. Lane and Dr. Hero!d ha 
made out a good case for this etiologic agent. 

The identification of the virus which is assumed * 
be the cause of any given disease presents a good maf 
difficulties, particularly if it is a new virus, 4 vi 
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rto undescribed. For instance, Urbach’s work in 


ich he claimed that he and his co-workers had found 


pemphigus vulgaris as well as dermatitis herpeti- 
is are due to viruses, has not been completely 
rmed, 
1 the other hand, to identify the causative agent 
disease as a well known virus presents not nearly 
many difficulties. There are certain lines of evi- 
that may be considered, and the first is the virus 
Some viruses are large enough that they can 
lemonstrated with a high power microscope if they 
ippropriately fixed and stained. It happens that 
vaccinia virus is one of the easiest to demonstrate 
that the herpes simplex virus, while not so easy 
monstrate, can be demonstrated ocularly. 
wever, for a disease like this in which there is 
ertain amount of secondary infection and in which 


is difficult to get clear fluid to examine, that type 


vidence is not of a great deal of value. Difficult 
ds of examination, like that with the electron 
scope, I think, will play no part in the identifi- 
1 of a disease of this type. 

second line of evidence is the type of inclusion 


lies Which are produced in the cells that have been 


ted by the virus. Those inclusion bodies may be 
in the lesion itself and in animals which have 
n experimentally inoculated provided they are sus- 
tible to the virus. 
the case reported by Dr. Lane in which there 


s an examination for virus, I believe nuclear inclu- 
n bodies were found in the brain of inoculated mice. 


had the opportunity a short time ago to see a 
nt with Kaposi’s varicelliform eruption. He was 
er the care of Dr. Senear at the Illinois Research 
spital. I am in no position to talk about the clinical 
rse, except that it was typical and violent. 

biopsy was performed and the matewial studied. 
that biopsy specimen, from the patient himself, there 
nuclear inclusions of the type that one sees in 
pes simplex and in herpes zoster and varicella. 


Rabbits’ eyes that were inoculated had acquired severe 


ititis. The eyes were removed two days after 
ulation and examined histologically. There, again, 


same type of nuclear inclusion was demonstrated. 


That would seem to indicate that the etiologic agent 


ngs to the group of diseases that produce nuclear 
‘sions. That automatically rules out vaccinia be- 
se vaccinia, generally speaking, does not produce 
lent nuclear inclusions; it produces cytoplasmic 
usions, so-called Guarnieri bodies, which were not 
ent. 

f the three common viruses which produce nuclear 
isions, only one is readily inoculable into animals; 


« virus of herpes zoster and of varicella either not 


all or with extreme difficulty were inoculated into 
bits’ eyes. There is some dispute about that, but 
‘pes simplex is readily inoculable. 

So it would seem that the virus, from the histologic 


amination, would belong to the herpes simplex group. 


addition to that, there are necessary immunologic 


tdies to be made not only on the patient but on the 


ulated animals. 

Immune bodies of various types are produced. There 
¢ protective or neutralizing immune bodies which 
itralize the virus, and these were demonstrated in 
‘ mice that Dr. Lane mentioned had been studied. 
think that in his case the neutralizing bodies were 
monstrated in the patient’s serum as well. 

ther antibodies are complement fixation antibodies 
lare the type that produce flocculation. Those are 
te dificult to demonstrafe and of less importance. 
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I think that Dr. Lane and his co-workers, on the 
experimental side of this problem, have proved their 
point, and I am willing to accept their thesis and the 
thesis of Dr. Lynch that this disease is of virus causa- 
tion and that the virus involved is that of herpes 
simplex. 

Dr. WittiamM H. GoecKERMAN, Los Angeles: This 
paper calls to mind a few points that have been more 
or less constantly in my mind since I saw my first case 
of this eruption and reported it, about nine years ago 
(Goeckerman, W. H., and Wilhelm, L. F. X.: Kaposi's 


Varicelliiorm Eruption: Report of a Case, ARCH. 
Dermat. & SypH. 32:59-61 [July] 1935). At that 
time I made no laboratory studies. I reported it 


largely because it was the first case that I had ever 
seen. 

I cannot but feel that neurodermatitis plays some 
part in the peculiar picture and general behavior of 
this disease, because the eruption is absolutely restricted 
to patients with such a dermatitis so far as I could 
learn from the literature and my own observation. It 
would seem that this eruption is becoming more com- 
mon. Why should one suddenly have so many reports 
of this syndrome? Is it because it is more common, 
or is it simply that more attention is being paid to it? 
At least, when I saw my first case, I was entirely 
unfamiliar with the picture until I had looked up the 
literature. I cannot, however, subscribe to the theory 
that herpes simplex virus is the cause of this disease. 

Dr. Paut A. O'Leary, Rochester, Minn.: A year 
ago I had the opportunity of seeing a patient with this 
sort of eruption, whose case Drs. Brunsting and Barton 
have reported with the aid of Dr. Heilman, who carried 
out the following virus investigations : 

The scrapings from a portion of the washed cornea 
of a rabbit, on which the Paul test had been done with 
material from the cutaneous lesions of the patient, were 
passed by corneal scarification through several rabbits, 
in each of which a typical herpetic keratitis developed, 
indicating the presence of the virus of herpes simplex. 

One ear of a rabbit was inoculated by scarification 
with the virus isolated from the patient, but no lesions 
developed. At the same time the other ear of the same 
rabbit was inoculated with vaccinia virus by scarifica- 
tion, and typical lesions of vaccinia developed. In 
other words, in a rabbit which was known to be 
susceptible to vaccinia the virus isolated from the 
patient did not produce lesions on the skin, which 
proves that the virus isolated irom the patient was not 
vaccinia. 

In the mouse, the virus which was free of bacteria 
produced encephalitis of herpes on intracranial injection. 
No known virus of herpes simplex had been used in 
this laboratory for over three years. So we feel that 
contamination was not a possibility. Hence, it was 
felt that Kaposi’s varicelliform eruption was not re- 
lated to vaccinia in any way but was associated with 
the virus of herpes simplex. 

I believe that one should not minimize the seriousness 
of this disease, as the death rate reported in the 
literature indicates that probably one third of the 
children who have Kaposi’s eruption die, whereas in 
adults it is not so serious. 


Dr. Joun G. Downrnec, Boston: One symptom not 
mentioned is severe occipital pain, which I have observed 
in 2 patients, for 1 of whom the diagnosis was smallpox. 


Dr. FRANCIS ‘W. Lyncu, St. Paul: Dr. Lane has 
given an excellent discussion of an interesting disease, 
the cause of which now appears to have been identified 
by his associates, as well as mine, and other in- 
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vestigators recently. His lantern slides of photographs 
were especially illustrative of severe attacks of Kaposi’s 
disease. Less severe attacks are less striking but 
probably more common. Perhaps a true picture of 
the disease may result from combining the reviews of 
my patients and his. In the lantern slides I thought 
I could perceive evidence of localized herpes simplex 
on an upper lid in case 1 and case 3, where the lesions 
were farther advanced and were grouped more closely 
than elsewhere. I believe that in adults, at least, the 
extensive eruption usually follows ordinary herpes 
simplex. 

Dr. Epwarp F. Corson, Philadelphia: My experience 
with Kaposi's varicelliform eruption goes back further 
than that of most of you, I believe, since my first case 
occurred about 1925 in the Skin Dispensary of the 
Children’s Hospital in Philadelphia. Infantile eczema 
suddenly broke out on one side of the patient’s face, 
with pustules which were almost identical with those 
seen in the umbilicated stage of smallpox. I thought 
not only of smallpox but of contamination from vaccinia, 
impetigo and herpes zoster. 

The virus nature of the disease was unthought of 
then; but while we are speaking of the virus of herpes 
simplex and the pox group, I should also like to 
include this form as being suggestive of an effect of 
the herpes zoster virus on account of this peculiar 
distribution, since it was absolutely unilateral. I tried 
to describe the case to a number of my colleagues in 
Philadelphia at that time. They had not had the 
opportunity to see it, and I received no help in classifica- 
tion until I read in the British Journal of Dermatology 
and Syphilis the papers of Brown and McLachlan, 
which contained excellent photographs which were 
almost identical with those of my patient (Brown, W. 
H., and McLachlan, A. D.: Brit. J. Dermat. 46:1-11 
{Jan.] 1934). 

Dr. RuBEN NoMLAND, Iowa City: I should like to 
ask Dr. Lane if he thinks that mild forms of this 
syndrome appear. 


Dr. RicHarp S. Werss, St. Louis: I think one of 
the rather important points to notice in Dr. Lane’s paper 
is the fact that previous to his first case none of us 
had ever seen a case of this character. I asked Dr. 
Martin Engman Sr. whether he had ever seen one. He 
said, “I have yet to see one.” Not in all the years of 
his practice had a case occurred. Then all of a sudden 
one observer in fifteen months encounters 5 cases in a 
rather restricted area. 

That reminds me of the beginning of the St. Louis 
encephalitis epidemic. For a few months a sporadic case 
occurred here and there, scattered over certain areas 
in the city. Then suddenly more and more cases 


appeared, and finally the disease was carried by t1 
plane and bus to other areas in the country; it lasted 1 
or three years perhaps, with sporadic cases occurri: 
and then died out. 

I wonder whether something is now happening 
the herpes virus in the St. Louis area and in ot 
areas, such as Dr. Lynch’s territory, by which 
herpes virus is becoming modified so that it beco 
a littlke more virulent now and perhaps more viru 
later. Are we to have an epidemic of disease due t 
virus that has been educated, so to speak, to live 
skins the resistance of which is lowered by the prese: 
of a chronic disseminated neurodermatitis ? 

I think it is worth while to keep the fact in mi 
that viruses can act this way and that there 
possibility that a good many more cases will 
encountered. 

Dr. Ciinton W. Lane, St. Louis: In answer 
Dr. Ebert, I regret to state that we did not obta 
biopsies on any of our patients. The first patient \ 
advanced in his disease before a definite diagnosis y 
made, and the third patient was examined when : 
lesions were in a regressing stage. The second pati 
refused to permit a biopsy because the lesions we 
limited to the face and neck. The parents of th 
small children denied us biopsy permits. We agr 
with Dr. Ebert that the presence of the intranuc!:d 
inclusion bodies rules out vaccinia. 

Like the patient of Dr. Goeckerman, all of 
patients had pronounced cervical adenopathy ; 
glandular enlargement was one of the most. strikig 
features of case 4. 

Dr. Lynch noticed that the lesions on the eyeli 
of 2 of our patients resembled herpes simplex. We hd 
examined the first patient prior to the appearance 
his eruption, and there were no herpetic lesions 
his face at that time. Later he was questioned abo 


the presence of herpes, as was the third patient; bof Ph 
stated that they had not had it. The eyelids in all ig] 
cases were choice sites for the blebs and pustules. rm 

Dr. Nomland inquired whether there are mill. 
attacks of the disease than those reported by us. Theor, 


5 cases were the only ones that we have observe 
and in case 3 the eruption can be considered to hai 
been relatively mild. In some of the cases reported } 
Dr. Lynch there was a less extensive and _ 


involvement than in our cases. i. 
Dr. Weiss mentioned the epidemic of encephalitis : * 
St. Louis. Dr. Margaret Smith, pathologist at Was! 
ington University, studied that epidemic extensive 
and also witnessed the convulsions of the mice in howe 
series of experiments. She stated that the convulsion™pitha 
od 


were similar to those occurring in mice which had bee 
inoculated with the virus of herpes simplex. 
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PTOSIS OF A KIDNEY AS A CAUSE OF PRURITUS VULVAE 
in mi 
ere is ALBERT STRICKLER, M.D. 
will Medical Director Hersch-Razel Research Foundation, and Medical Director, The Skin and Cancer Hospital 
of Philadelphia 
nswer 
ob PHILADELPHIA 
J Na 
losis ya Lhe standard dermatologic textbooks mention The serologic reactions for syphilis were negative. 
vhen umerous causes for pruritus vulvae and among The basal metabolic rate was + 12 per cent. 
d patifem are diseases of the kidneys, organic and Treatment.—In the absence of definite data to explain 
ih: inctional, but no special mention is made of the pruritus vulvae it was decided to try high voltage 
of the of the roentgen ray treatment of the lumbar spinal area with 
‘the following factors: 200 kilovolts; 2 mm. of copper; 
on 50 em. focal distance, and 12 by 16 cw. field. This 
- REPORT OF A CASE treatment was based on the concept that relief from 
eis wg K. M., a white woman aged 37, the mother of two itching is possible in lichen planus through irradiation 
Strikig@tildren, had always enjoyed good health until six 0 the spinal area, a en of treatment first sug- 
ears ago, when she became annoyed by vulvar itching. gested by Pautrier. After 2,800 r had been given, 
» eveliffhis was especially severe when she worked and moved Considerable improvement in the itching occurred, and 
We hagbout a great deal, although it was always present. for some unexplained reason, it was decided to make 
rance @he menstrual function was normal; there was no 4 Toentgenogram of the spine; to my surprise the 
sions @ukorrhea and no history of constipation or urinary roentgenologist reported a_ prolapsed right | kidney. 
ed aboifbnormalities. The treatment was now changed, and the patient was 
nt ; boll Physical examination showed her to be rather over- iven exercises and ordered to wear a corset. Under 
n all MMeight. The thoracic and abdominal organs were this regimen the subjective discomfort completely dis- 
ules. BBormal so far as could be determined by physical appeared, and she was discharged. 
= muUcdxamination. The reflexes were normal. Vaginal Several months thereafter the patient entered the 


. Theiamination showed the uterus and ovaries to be in Jefferson Hospital and was operated on by Dr. Fetter 
observe mal position, with no cervical tears or erosions. for a ptosis of the right kidney, third degree. His 


to ithe labia majora, especially the cutaneous aspects, report of the patient’s status showed that the pruritus 
“ahd wed excoriations, thickening and infiltration, results vulvae had not recurred: and the patient was able to 
1 sever, trauma. perform her household duties without any discomfort. 
nalitis The patient entered the Skin and Cancer Hospital 

t Wail Philadelphia for observation and study. SUMMARY 

tensive Laboratory Studies—Urinalyses frequently repeated Pruritus vulvae can be caused by a prolapsed 
e in cowed no abnormality. The result of a phenolsulfon- 
rvulsiogpothalein test for renal function was normal. The kidney. In this instance operation confirmed the 
had begplood count was normal except for a slight anemia. roentgen observations, and application of the 


ie blood sugar and urea nitrogen levels were normal. proper surgical procedure resulted in cure of the 
itching. 


From the in patient service, the Skin and Cancer 
iuspital of Philadelphia 327 South Sixteenth Street. 
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DERMATOLOGISTS OF THE UNITED 
ACTIVE SERVICE IN 


SUPPLEMENTARY LIST 


The following lists include the names of derma- 
tologists in the armed forces of the United States 
who have received promotions and the names 
of men which did not appear in the June 1944 
issue of the ARCHIVES OF DERMATOLOGY AND 
SYPHILOLOGy. Most of the new names have 
been obtained from the office of the Surgeon 
General of the Army. A few additional names 
are added to the previous list of men serving 
in the United States Public Health Service and 
in the armed forces of Canada. 

An asterisk precedes the names of men who 
have been certified by the American Board of 
Dermatology and Syphilology. 

The total number of men classed as derma- 
tologists by the United States Army, the United 
States Navy and the United States Public Health 
Service who have been in active service in the 
present war is 490. 


Dermatologists Serving in the Army of the 
United States 
Promotions 
Name and Rank Home Address 
Abarbanel, Milton G., Captain, M.C...Jersey City, N. J. 


Abbey, Edward A., Lieutenant Colonel, M.C....... 
Allamon, Emmett L., Captain, M.C...Sabine Pass, Tex. 
Aquilino, Armand, Major, M.C......... Syrause, N. Y. 
Agons Captain Newark, N. J. 
Arthur, Robert, Major, M.C............ Springfield, O. 
*Bereston, Eugene, Captain, M.C............. Baltimore 
Berman, Dave, Captain, M.C........... Columbus, Ga. 
Bloom, Manuel G., Captain, M.C....... Houston, Tex. 

Boyd, Granberry D., Lieutenant Colonel, M.C...... 
*Brau, Joun Major, Abilene, Tex. 
Brody, Melvin, Captain, M.C............06- Canton, O. 
*Cantor, Mortimer J., Major, M.C............ Brooklyn 
Carlisle, Richard C., Major, M.C........ Columbus, O. 
*Curtis, George H., Captain, Cleveland 
Czerwinski, Anthony B., Major, M.C...Springfield, III. 
*Davis, Marion I., Major, M.C........ Donelson, Tenn. 

*Decker, Douglass A., Lieutenant Colonel, M.C..... 
Deutel, Oscar R., Captain, M.C....... Bloomfield, N. J. 
Dolan’ Daved Major, New York 
*Elson, Francis S., Captain, M.C..... Huntington, N. Y. 
Emerson, George F., Captain, M.C....Rochester, Minn. 
*Emmett, Richard, Major, M.C............-. Brooklyn 
*Epstein, Ervin, Captain, M.C........... Oakland, Calif. 
Finkle, Theodore H., Captain, M.C......... New York 
Flood, James M., Major; Philadelphia 


*Frank, Samuel B., Lieutenant Colonel, M.C..Cleveland 
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STATES AND CANADA IN 


THE PRESENT WAR 

Name and Rank Home Address Se 
*Ginsberg, Julius E., Major, M.C.............. 
Glassman, Herman, Captain, M.C............ Brookly 
*Goldberg, Lawrence C., Captain, M.C....... Cincinnati 
*Goldman, Hyman J., Major, M.C............ St. Loui 
Gordon, James H., Lieutenant Colonel, M.C....... S! 


Graham, Paul V., Captain, M.C..... Wheeling, W. V: 
*Greenwald, Irving, Major, M.C...New Rochelle, N. Y 
Grifath, Paul Cantam, Berwyn, 
Hahn, Joseoh, Captain, New Yor 
Hall, Vonnie A., Captain, M.C........ Memphis, Ten 
*Hazel, Onis G., Lieutenant Colonel, M.C. (Army 
Hegarty, Francis A., Major, M:C.......... Pittsburgi 
*Howmnan, rerbert Maier, MAC... Detro: 
Hughes, Raymond P., Lieutenant Colonel, M.C..... 
Italiano, Anthony J., Captain, M.C....... New Orleans 


Jelsomino, Samuel J., Captain, M.C............ Buffalo 
Kelley, William E., Captain, M.C.............. Omak 
Kelly, Wendell C., "Major, Detro 
Knerler, Charles W., Major, M.C....Cumberland, Mi 
*Krugh, Francis J., Major, Homestead, Pal 
Kwint, Joseph A., Major, M.C..........4 Avenel, N. | 
*Lancaster, Augustus, Lieutenant Colonel, M.C..... 
*Larralde, Juan, Captam, M.C.. 
Lefholz, Rothwell, Major, M.C......Coral Gables, | 


*Levin, Edward A., Major, M.C......... San Francisco 
Louz, Cactain. DLC... Boston 
*Mapother, Paul, Captain, M.C.......... Louisville, Ky, 
May, Murray M., Captain, M.C......Apalachin, N. Yat 
Merrick, Theodore P., Captain, M.C.. Washington, D. C. 


*Messina, Salvatore J., Captain, M.C............ Boston 
Miller, Harry B., Captain, M.C....... Hartford, Conn 4}, 
Moore, Alfred L., Captain, M.C....... Flushing, N. Yj 4, 
Murphy, Robert J., Captain, M.C........... Baltimor¢ hen 

*Nicholas, Leslie, Captain, M.C. (Army Air Force) th 


*Nickel, Walter R., Captain, M.C....Vancouver, Wasi 
Orfuss, Abraham J., Captain, M.C.....Harrisburg, Pa. 
Ortolano, James J., Captain, M.C......Hoboken, N. |. 
Osborn; Exnest V., Major, MCC... Chicago 

*Palmer, Robert B., Major, M.C......... Lincoln, Neb. 
Perrin, Samuel R., Captain, M.C........... Pittsburgh 

*Pillsbury, Donald M., Colonel, M.C...... Philadelphia 
Porritt, Ross-J,,. Major, Pontiac, Mich 

*Prunty, Francis Mayor, Urbana, Ill 


*Oumby, Shepard, Major, Buffalo 
Randquist, Robert C., Captain, M.C........... Chicago 
*Ray, Leon F., Captain, M.C............ Portland, Or 
Reifler, Reuben M., Captain, M.C.......... Macon, Ga. 
*Reque, Paul G., Major, M.C. (Army Air Force) _ 


Richardson, Jefferson N., Captain, M.C... Phila lelphis 1a 
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DERMATOLOGISTS 


Name and Rank Home Address 


Robbins, Jacob B., Major, M.C......... El Paso, Tex. 
Robinson, Harry M., Jr., Major, M.C.. Chevy Chase, Md. 
Rosenberg, Harold W., Captain, M.C....... New York 
Rosenthal, Quintin, Captain, M.C...... Peekskill, N. Y. 
Rubin, Zoltan, Captain, M.C...........4 Astoria, N. Y. 
Safran, Nathaniel, Captain, M.C....... Flushing, N. Y. 
Saltzman, Jacob, Captain, M.C............ Newark, O. 
Satulsky, Emanuel M., Captain, M.C...Elizabeth, N. J. 
Sawicky, Herman H., Major, M.C......... New York 
Schiff; Beneel L.. Mayor: MOC. Philadelphia 
Scholtz, Julius R., Major, M.C. (Army Air Force) 

Seale, Everett R., Lieutenant Colonel, M.C. (Army 

Shapiro, Abraham A., Captain, M.C......... 3altimore 
Sherer, Raymond J., Captain, M.C.......... New York 
Showstack, Irvme, Captain, M.C.:... Boston 
Slaughter, John C., Jr., Captain, M.C......... Detroit 
Snow, James S., Major, M.C........ Birmingham, Ala. 
Sternberg, Thomas H., Lieutenant Colonel, M.C.... 

Stolar, Robert, Major, M.C......... Washington, D. C. 
Tompkins, Harold P., Lieutenant Colonel, M.C.. 

raenkle, Herbert L., ‘Misice. M.C..Schenectady, N. Y. 
Vogel Harold R:, Matar, MOG... Pittsburgh 
Waisman, Morris, Captain, M.C.......... Tampa, Fla. 
Warren, Leon H., Lieutenant Colonel, M.C....... 

Weber, Eugene P., Captain, M.C........... Olney, Ill. 
Villett, Wendel M., Captain, M.C.....Des Moines, Ia. 
Winer, Marvin N., Captain, M.C.............. Buffalo 
Woodburne, Arthur R., Lieutenant Colonel, M.C... 

Zippin, George J., Captain, M.C.........2 Albany, N. Y. 

Error 


Irving A. Lewe, of Los Angeles, listed as a captain, 


has been a major since April 1943. 


Supplementary List 


In this list are included additional names supplied by 


the Office of the Surgeon General and a few inadver- 
tently omitted from the previous list. 


Name and Rank Home Address 


Henri MAG. Elizabeth, N. J. 
mateau, Morris, Captain, M.C............ New York 
pel, Saul, First Lieutenant, M.C..... Jackson, Mich. 
ta Russell L., Captain, M.C...Indianapolis, Ind. 

Barefoot, Sherwood W., Captain, M.C......New York 

James M.,. Captain, New York 
al, Peter L., First Lieutenant, M.C......... Chicago 
ecker, loth, Captain, M.C......New London, Conn. 

lerlamt Meyer H., First Lieutenant, M.C... New York 

Berman, Morris, Captain, M.C...........++. Brooklyn 

Blair, Drury S., Major, M.C............. Dallas, Tex. 

Blank, Harvey, Captain, M.C..........e.eeee. Chicago 

Boges, William C., First Lieutenant, M.C......... 

s Carlton: Maier, MG... De Pere, Wis. 

Bolton, William W., Captain, M.C....... Wilmette, Il. 


olus, Michael, Captain, M.C.....Wake Forrest, N. C. 
litch, Sarah H., Captain, M.C...Cambridge, Mass. 
Brodie, Joseph R., Captain, M.C...... Elmhurst, N. Y. 


IN WAR 


SERVICE 


Name and Rank Home Address 
Bruno, Joseph J., Captain, M.C.....New Haven, Conn. 
3umgarner, Frank E., Captain, M.C.............. 

Burnett, Hayes J., Captain, M.C......Montclair, N. J. 


Cady, Lee D., Lieutenant Colonel, M.C.......St. Louis 
*Canizares, Orlando, Captain, M.C.......... New York 
Cohen, Emanuel, Captain, M.C............ Pace, Miss. 
Cohen, Leon H., Captain, M.C.......Springfield, Mass. 
Conason, Arnold, First Lieutenant, M.C........... 
Corcoran, John J., Captain, M.C..West Roxbury, Mass. 
Courville, Charles J., Captain, M.C............ Detroit 
Cryder, Millard, Captain, M.C........ Cape May, N. J. 
Curtis, Donald A., Lieutenant Colonel, M.C....... 
David y Malig, Joaquin M., Captain, M.C.. Salinas, Calif. 
Deputy, Rolland, Captain, M.C............ Indianapolis 
DeRespinis, Benedict J., First Lieutenant, M.C.... 
Engeler, James E., Captain, M.C.......... Indianapolis 
Feigenbaum, Harry L., Captain, M.C........ srooklyn 
Finegold, John, Captain, M.C.....Niagara Falls, N. Y. 
Freedman, Jacob P., Major, M.C..........s00 Boston 
*Galla, Joseph W., Major, M.C..........c200-- Chicago 
German, John E., Captain, M.C.......... Reading, Pa. 
Gillen, John Major, MiC.. Canton, O. 
Glicksberg, Elliott L., First Lieutenant, M.C..Cleveland 
Gold; Jacob Maior: New York 
Goldblatt, Samuel, Major, M.C............. Cincinnati 
Goldstein, Kenneth, Major, M.C............... Buffalo 
Gordon, James, Captain, New York 
Gould, Werner, Captain, M.C....... Hackensack, N. J. 
Haffner, Herman G., Captain, M.C...Fort Wayne, Ind. 


Hall, Rowland William, Jr., Captain, M.C..Clinton, Miss. 
Harbater, Melvin I., Captain, M.C..Forest Hills, N. Y. 


Heck, Walter E., Captain, M.C........Syracuse, N. Y. 
Heim, Oscar E., Captain, M.C........2.- Philadelphia 
Holmes, Roy H., Major, M.C........ Muskegon, Mich. 
Holmes, Samuel G., First Lieutenant, M.C......... 
Horne, Stephen F., First Lieutenant, M.C......... 
Horwitz, Solomon E., Captain, M.C....... Minneapolis 
Houff, Louis A., Captain, M.C...... Clifton Forge, Va. 
Hume, Evan B., Major, M.C............- Philadelphia 


Imhoff, Robert E., Captain, M.C....Hammonton, N. J. 
Kien, George J., First Lieutenant, M.C......New York 
*Kimberly, Lester W., Captain, M.C.....Davenport, Ia. 


Kleinguenther, Christian J., First Lieutenant, M.C. 

Knapp, John A., Captain, M.C............. London, O. 
Knoll, Marvin D., Captain, M.C.......... Los Angeles 
Kramer, Philip, Captam, Chicago 
Kroll, Mark M., Captain, M.C.......... Walden, N. J. 
Krupp, Abraham W., Major, M.C...... Louisville, Ky. 
Kurtin, Abner, Captam, BAC... New York 
Ladany; Emory, Captain, New York 
Laven, Henty, Captain, 3rooklyn 
Lederfeind, Dean, Captain, M.C........ Yonkers, N. Y. 
Levitt, Harry, Captain, M.C........ Watertown, N. Y. 
Lorant, Eugene, First Lieutenant, M.C........ Chicago 
Lurie, Wolf, Captain, M.C........... Bloomfield, N. J. 
McBride, Robertson L., Captain, M.C.......... 3uffalo 
McGuire, James A., pire Lieutenant, M.C.. Philadelphia 
McGuire, James P., Captain, M.C........ Evanston, IIl. 
Martin, Walter, Captain, M.C.....Huntington, W. Va. 
Meister, Abraham, Major, M.C......... Lowell, Mass. 
Merlis, Martin R., Captain, M.C............. 3rooklyn 
Miller, Clyde W., Captain, M.C......... Wichita, Kan. 
Miller, Morris M., Major, M.C............. Brooklyn 
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Name and Rank Home Address 
Morgan, Alan T., Captain, M.C..... Washington, D. C. 
Morgan, David B., First Lieutenant, M.C.......... 

Mrozek, Charles, Captain, M.C.....Binghamton, N. Y. 
Mundt, Leslie K., Major, M.C........... Helena, Ark. 
Neuberg, Hans, Captain, M.C........ Rochester, N. Y. 
Neuman, Monroe E., First Lieutenant, M.C.. New York 
Nisbet, Thomas, Major, M.C.......... Pasadena, Calif. 
Olivo, Mathew A., First Lieutenant, M.C.......... 

Osborne, Gladys H., Captain, M.C......Chamblee, Ga. 
Paley: isaac M., Captain, MLC... New York 
Piegari, Felix, First Lieutenant, M.C....... New York 
Pober; Hyman, Captain, MC... Pittsburgh 
Polen, Frederick, Captain, M.C.. Hollidays Cove, W. Va. 
Popovich, Theodore, Captain, M.C.......... New York 


Rampond, James R., Captain, M.C..East Orange, N. J. 
Rankin, Joseph L., First Lieutenant, M.C..Atlanta, Ga. 
Rausch, Norbert G., First Lieutenant, M.C..... Buffalo 


Rivera Miranda, Rafael, Captain, M.C...... New York 
Schlesinger, Samuel, Captain, M.C....... Hazelton, Pa. 
Schwartz, Reuben, First Lieutenant, M.C.. Philadelphia 
Shapiro, Irving, Captain, M.C..........Newark, N. J. 
Sheehan, Francis G., Captain, M.C........ Indianapolis 
Sheffner, Sydney A., Captain, M.C........ Los Angeles 
Shepard, Joseph H., Captain, M.C....... Columbus, O. 
Sherman, Allen I., First Lieutenant, M.C.......... 

Sherman, Thomas W., Captain, M.C.......... Chicago 
Sherman, Victor, Major, M.C............ Philadelphia 
Skinner, Louis C., Captain, M.C...... Greenville, N. C. 
plone, Jacob: Captatty, Pittsburgh 
Smith, Nellins, Captain, M.C.......... Hillsboro, Tex. 
Sneid, Philip, First Lieutenant, M.C........ New York 
Sohrweide, Anton W., First Lieutenant, M.C...... 

Sokoloff, Oscar J., Captain, M.C.. New Brunswick, N. J. 
Squillace, Gennarino, First Lieutenant, M.C....... 

Steiner, Kart, Cantatn, New York 


Steward, Lee A., First Lieutenant, M.C... Mattoon, III. 
Taylor, Gordon B., Captain, M.C.........Utica, N. Y. 
Thatcher, Harold W., Lieutenant Colonel, M.C..Chicago 


Trilling, Leonard J., Captain, M.C.......... New York 
Vogel, Salo, First Lieutenant, M.C.......... Brooklyn 
Walder, Allen J., Captain, M.C.............. Brooklyn 


Walters, John W., Captain, M.C....Wheeling, W. Va. 
White, Seymour J., First Lieutenant, M.C......... 


Williams, Edward V., Captain, M.C...Ellsworth, Kan. 
Wise, Ralph W. E., Major, M.C.....Rochester, Minn. 
Wolf, William, First Lieutenant, M.C..Mattapon, Mass. 


Wolfe, William D., Captain, M.C........... Baltimore 
Wood, Ciyde’O., Captain, Los Angeles 
Yacullo, William A., Captain, M.C............ Chicago 
Zavisca, Ernest, Captain, M.C.........Endicott, N. Y. 
Retired 
*Anderson, Carsten R., Major, M.C........Los Angeles 
*Baer, Townsend W., Captain, M.C......... Pittsburgh 
Clark, George H., Lieutenant Colonel, M.C........ 

*Foster, Paul D., Captain, M-C..........;. Los Angeles 
*Freeman, Hal E., Captain, M.C.....Long Beach, Calif. 
*Gandy, Daniel T., Major, M.C.......... Houston, Tex. 
*Pincus, Isadore, Captain, M.C........ New York 


Samitz, Morris H., First Lieutenant, M.C... Philadelphia 


Dermatologists Serving in the Medical Corps 


United States Naval Reserve 


Promotions 


Name and Rank Home Addres: 


*Allington, Herman V., Lieutenant Commander 


Anderson, Harold T., Commander (MC), U.S.N.R. 


3agby, James W., Lieutenant (MC), U.S.N. 


Barksdale, Edwin E., Lieutenant Command 


er 


Boggs, Edward H., Lieutenant (MC), U.S.N.R... 


*Campbell, Alexander D., Lieutenant (MC), U.S.N.R 


Cohen, Theodore M., Lieutenant (MC), U.S.N.R 


Cukerbaum, Alfred R., Lieutenant Commander 


Chicag 


*Derzavis, Jack L., Lieutenant (MC), U.S.N.R..... 


*Fox, Everett C., Commander (MC), U.S.N.R.... 


*Frank, Louis J., Commander (MC), U.S.N.R..... 


*Gilman, Robert L., Commander (MC), U.S.N.R 


Philadel ph: 


Higi, Joseph E., Commander (MC), U.S.N.R..... 


Hoover, William F., Lieutenant Commander (MC), 


Katz, Julius H., Lieutenant (MC), U.S.N.R 


*Kline, Paul R., Lieutenant Commander (MC), 


Litterer, Ammon B., Commander (MC), U.S.N.R. 


*Lofgren, Robert C., Lieutenant Commander (MC), 


Lounsberry, Ray C., Captain (MC), U.S.N.R..... | 


Love, Jesshill, Commander (MC), U.S.N.R 


*MacClatchie, Leslie K., Commander (MC), U.S.N.R. 


Mooney, Justin L., Lieutenant Commander (MC), 

Noun, Louis J., Lieutenant (MC), U.S.N.R.... 

Peters, Erwin- E., Lieutenant Commander (MC), _ 


*Sandler, Isadore L., Commander (MC), U.S.N.R. 


*Slepyan, Albert H., Lieutenant (MC), U.S.N.R.. 


*Sompayrac, Lauren McC., Lieutenant Commander 


Trunnell, Thomas L., Lieutenant (MC), U.S.N.R. 


*Zeligman, Israel, Lieutenant (MC), U.S.N.R.....- 
Baltimor 


Philadelph 


| | 
| | 
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*Twining, H. Earle, Commander (MC), U.S 
Viecelli, James D., Commander (MC), U.S.N.B. 
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DERMATOLOGISTS 


Retired 
Name and Rank Home Address 
sancon, John H., Lieutenant Commander (MC), 
Resignation accepted 
mes, Arthur P. R., Lieutenant Commander (MC), 
Relieved from active duty April 26, 1944 


Dermatologists Serving in the United States 
Public Health Service 


Not Included in Previous List 


Barton, Robert L., Passed Assistant Surgeon (R) 
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Name and Rank Home Address 
Duncan, Everett T., Passed Assistant Surgeon (R) 
Hundley, Joseph L., Passed Assistant Surgeon (R) 


Leibovitz, Armond L., Assistant Surgeon (R)...... 


Dermatologists Serving in the Armed Forces 
of Canada 


According to available information, the only changes 
from the previous list include the retirement from active 
service of Lieutenant Colonel Andrew M. Davidson and 
the promotion of Captain Norman Wrong to the rank 
of major. 
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Obituaries 


JOHN BORNEMAN LUDY, M.D. 
1880-1944 


John Borneman Ludy was born Aug. 30, 1880, 
at Boyertown, Pa. He was descended from 
sturdy Pennsylvania German stock, a lineage of 
which he felt justly proud and which he kept 
green in memory by frequent visits to the region 
of his birth. He was never too sure of the inter- 
changing of his “‘v’s’’ and “w’s,” and throughout 
the “Dutch country” he was well known and 
liked. When his parents came from that district, 
he lapsed readily into the tongue of his youth, 
and many sly quips passed unrecognized by the 
unilingual American bystander. 

Dr. Ludy graduated in 1902 from Franklin 
and Marshall College, Lancaster, Pa., which in- 
stitution accorded him the honorary degree of 
Doctor of Science in 1942. He received his 
M.D. from the Medical School of the University 
of Pennsylvania in 1906. After internship at 
the Methodist Hospital, Philadelphia, he prac- 
ticed for a time in Stroudsburg, Pa., but a fond- 
ness for dermatology prompted an interruption of 
practice and postgraduate study in Vienna. On 
his return he opened an office in Philadelphia, 
but in 1916 he applied for active duty under his 
commission in the Medical Reserve Corps and 
was sent to Hawaii. World War I service fol- 
lowed, his ultimate rank being that of colonel. 
With the return to civilian practice, Dr. Ludy, 
in addition to serving his large private clientele, 
was active in a number of the important hos- 
pitals of Philadelphia. He was dermatologist 
to the Philadelphia General, Lankenau, Episco- 
pal, Methodist, Oncologic and Abington hospi- 
tals, besides being on the consultant staff of a 
number of institutions, including the Norristown 
State and Delaware County Hospitals, and being 
assistant dermatologist and chief of clinic to the 
Pennsylvania Hospital. 

Dr. Ludy especially excelled in therapy. He 
was a master of dermatologic preparations and 
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served his patronage with little recourse to physi- 
cal therapy save in its destructive aspects. Al: 
though he employed roentgen rays in his earlie: 
years of practice, he ceased to use them in the 
last twenty-five years of his life, substituting 
radium for the treatment of malignant growth: 
and relying on other methods for inflammator 
outbreaks. 

He was a contributor to the literature of hi: 
specialty, his chief activities consisting of editor. 
ship of the dermatologic portion of the “Cyclo- 
pedia of Medicine, Surgery and Specialties” an¢ 
authorship of a textbook of dermatology for the 
general practitioner and, earlier, Ludy’s “Atlas 
of Skin Diseases.” At the time of onset of his 
last illness he had almost completed for publica- 
tion a new textbook of diseases of the skin. 

Disinclined to physical activity as far as sports 
or outdoor hobbies were concerned, Dr. Lud) 
was interested in patriotic and historical societies 
and social clubs. The Sons of the Revolutior 
and the Pennsylvania German and Netherland: 
Societies were leaders among the former, as wa: 
the Union League of Philadelphia in the latter 
group. 

He was a specialist certified by the American 
3oard of Dermatology and Syphilology and 4 
fellow of the American Academy of Dermatology 
and Syphilology and of several local and nationa. 
medical organizations. Dr. Ludy served for a 
number of years as member of the Nationa 
3oard of Medical Examiners in Philadelphia 
For several years he instructed in dermatolog) 
at Jefferson Medical College. 

His death, on Sept. 11, 1944, was the result 
of cardiorenal complications following lobar 
pneumonia six months earlier. He is survived 
by his wife, Gertrude Snyder Ludy, and a sister 
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LAIRD SUMNER 


VAN DYCK, M.D. 


1893-1944 


We regret to record the death of Dr. Laird 
Sumner Van Dyck, on Aug. 9, 1944, in New 
York city. Dr. Van Dyck was born in Buffalo, 
on Feb. 10, 1893, the son of Louis 
Van Dyck, a clergyman, and Isabel S. Van Dyck. 
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Dr. Van Dyck received the degree of Bachelor 
of Arts from Rutgers College in 1915 and the de- 
gree of Doctor of Medicine from the University 
of Chicago in 1924. He received his postgradu- 
ate training in dermatology and syphilology at 


sister 


C LAIRD SUMNER 


1893- 


ie was a direct descendant of Hendrick Van 
Jyck, one of the original settlers of New Amster- 
am. Dr. Van Dyck was married in 1923 to 
Mary Hall, of Petersburg, Va., who survives 
im: two children, Sarah H. and Robert Laird 
Van Dyck, and his mother, Mrs. Louis Bevier 


an Dyck, also survive. 


VAN 
1944 


DYCK, 


the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital. In 
the interval between college and medical school, 
Dr. Van Dyck served in the medical department 
of the United States Army for two years and 
for ten months during the first World War was in 


France as a sergeant of Ambulance Company 336. 
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Dr. Van Dyck was a specialist licensed by the 
American Board of Dermatology and Syphil- 
ology, Inc.; he was attending dermatologist and 
chief of clinic, Skin and Cancer Unit, New York 
Post-Graduate Medical School and Hospital ; at- 
tending dermatologist, Goldwater Memorial Hos- 
pital; a Fellow of the American Academy of 
Dermatology ; a Fellow of the New York Acad- 
emy of Medicine, and a member of the Metro- 
politan Dermatological Society. He was also a 
member of the Holland Society, of Phi Beta 
Kappa honor society and of Delta Phi fraternity. 

Dr. Van Dyck’s main contributions to derma- 
tologic literature were several articles on the use 
of arsenic for eczema and allied conditions in in- 
fants and young children. 

Dr. Van Dyck was a fine gentleman whose un- 
timely passing will be felt by all his colleagues. 
He had an excellent character and a generous 
manner. If he knew weariness or irritation, he 
never showed it. He was a sincere, conscientious 
and studious worker. Gentleness, kindness and 
consideration for others were his outstanding 


attributes. Maurice J. Costetto, M.D. 
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News and Comment 


PHILADELPHIA SESSION OF AMERICAN 
MEDICAL ASSOCIATION 


Applications for places on the program of the Sect: 
on Dermatology and Syphilology at the Ninety-Fitt 
Annual Session of the American Medical Associati 
at Philadelphia, June 18-22, 1945, are now being received 
All Fellows of the American Medical Association art 
eligible. The program will be assembled in the ear); 
part of January 1945. Essayists who are not Fellows 
of the American Medical Association may be accept 
by invitation. 

Applications should be addressed to Dr. Nelson Pau! 
Anderson, Secretary of the Section on Dermatology and 
Syphilology, 2007 Wilshire Boulevard, Los Angeles 5 
Calif. 

Application blanks for space in the Scientific Fx- 
hibit at the Philadelphia Session of the Americar 
Medical Association, June 18-22, 1945, are now avail- 
able. Applications close on Feb. 12, 1945. The repre- 
sentative to the Scientific Exhibit from the Section or 
Dermatology and Syphilology is Dr. Hamilton Mont- 
gomery, 102 Second Avenue, Southwest, Rochester 
Minn. Requests for application blanks may be addressed 
to him or to the Director, The Scientific Exhibit 
American Medical Association, 535 North Dearborn 
Street, Chicago 10. 
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PATTERNS IN CARDIOVASCI 
SYPHILIS. SEYMOUR I. CoLE and ANNE 
Am. J. M. Se. 207:317 (March) 1944. 


\iter electrocardiographic and postmortem study of 
patients with cardiovascular syphilis, Cole and 
ning concluded that syphilitic aortitis in itself does 
affect the electrocardiogram. Although no specific 
ttern was found to be pathognomonic of syphilitic 
rdiovascular two specific patterns due 
ile or in part to syphilis frequently occurred. There 

e 11 cases of left ventricular preponderance and 3 
ises of the pattern of iniarction of the anterior wall. 
sually encroachment of the coronary orifices by syph 
is such a gradual and slowly progressive process 

it the collateral circulation is able to keep pace with 
occlusive mechanism and infarcts do not develop. 
While the absence of electrocardiographic change 
foes not rule out cardiovascular syphilis, most persons 
th far advanced syphilis have abnormal electrocar- 
The presence of the special patterns of left 
ntricular preponderance and infarction of the anterior 
ll in cases of cardiovascular syphilis uncomplicated 
other is a good index, respectively, 
vpertrophy of the left ventricle and myocardial infarc- 
n of syphilitic origin. 
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DRUG Fever’ ACCOMPANYING SECOND COURSES OF 
SULFATHIAZOLE, SULFADIAZINE AND SULAPYRIDINE. 
Harry F. DowLinc and Mark H. Lepper, Am. J. 


M. Se. 207:349 (March) 1944. 


Dowling and Lepper reviewed the effects of admin- 
stration of sulfonamide compounds to 737 patients who 
ad not previously received a sulfonamide drug, 169 
ho had previously been given another compound and 
144 who had previously received the same compound. 
mong patients who received a second course of sulfa- 
thiazole, sulfadiazine or sulfapyridine after a varying 
nterval had intervened since the first course of the 
same drug, 11.1 per cent acquired “drug fever.” Eleven 

these patients had a concomitant dermatitis, which 
2 instances was associated with conjunctivitis. 
\mong patients who received a second course of 
sulfathiazole, sulfadiazine or sulfapyridine after a first 
urse of another sulfonamide compound 3.6 per cent 
juired “drug fever.” During a single course of 
therapy 5 per cent had febrile reactions. Febrile reac- 
tons were more frequent after sulfathiazole and after 
sulladiazine or sulfapyridine. 

It is concluded that when a second course of a 
lfonamide compound must be given to a patient, re- 
zardless of the interval following the first course, 
ther sulfonamide drug should be given. 


Tue Proprem oF DousrFuL AND 
REACTIONS IN THE SEROLOGY OF SYPHILIS. JOHN 
A. Kotmer, Am. J. Pub. Health 34:510 (May) 
1944, 

Kolmer has provided an excellent review and sum- 
mary of current knowledge of false reactions in sero- 
gic tests for syphilis. In discussing the management 
' such problems he offers the following conclusions: 


Abstracts from Current Literature 


HERBERT 
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RATTNER 


“When such reactions are suspected of being non 
specific, judgment and treatment should be withheld for 
at least three to six months, with a repetition of the 
tests every two to four weeks. If, during that time, 
the reactions have become repeatedly negative and there 
are no historical or clinical evidences of syphilis, it 
would appear that the disease may be excluded. How- 
ever, if persistently positive reactions are observed with 
approved methods properly conducted, even though but 
weakly positive, I see no escape from the advisability 
of making a tentative diagnosis of syphilis and insti 
tuting treatment in the best interests of the individual 
involved.” 

In the discussion of this 
that the use of the waiting 
fulness in instances of false 
crepant findings occurring in pregnancy and 
that the patient be placed under treatment 
appreciable delay and without too much regard for the 
refinements of diagnosis. 

It is likely that many dermatologists take a more 
conservative attitude when dealing with individual pa- 
tients, having more concern for the individual than for 
the average of a group of such persons. 


paper Mahoney suggested 
period is of limited help- 
positive reactions or dis- 


advised 
without 


Lyncu, St. Paul. 


Tue Use oF SPLENECTOMIZED AND NONSPLENECTOMIZED 
MICE IN THE PRODUCTION OF EXPERIMENTAL SYPH- 
ILIS IN Rappits. U. J. Wire and S. A. M. JoHN- 
son, Am. J. Syph., Gonor. & Ven. Dis. 28:422 
(July) 1944. 


Certain organs of white mice can be used to produce 
experimental syphilis in rabbits after intracranial, sub- 
cutaneous and intraperitoneal inoculation. The infection 
is as readily conveyed by tissue from splenectomized as 
from nonsplenectomized animals and as readily from 
males as females. In no instance in the inoculums of 
a large series of animals observed were any spirochetal 
forms found either by dark field examination or by 
staining of the tissues which carried the infection over 
to rabbits, and no pathologic changes indicative of 
syphilis were found in any of the mouse tissues exam- 
ined. The blood of mice capable of transferring syph- 
ilis through the brain reacted uniformly negatively to 
serologic tests (Kahn). 

These observations suggest that mouse tissue does 
not react with either clinical or pathologic response to 
Treponema pallidum, but they make a definite suggestion 
that the organism exists in the mouse host in a non- 
demonstrable form and that through its passage in mice 
it increases its virulence to rabbits. 


Brotocic FaLse Positive Spina FLum WASSERMANN 
REACTIONS ASSOCIATED WITH MENINGITIS. V. Scott, 
F. W. Reynotps and C. F. Monr, Am. J. Syph., 
Gonor. & Ven. Dis. 28:431 (July) 1944. 


The occurrence of confirmed false positive Wasser- 
mann the spinal fluid in nonsyphilitic 
persons during the course of meningitis is reported. In 
3 instances the meningitis was tuberculous; in 2, menin- 
gococcic, and in 2, aseptic lymphocytic. 
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Unconfirmed positive Wassermann reactions of the 
spinal fluid were observed in an additional 20 non- 
syphilitic patients with various types of acute intra- 
cranial disease. These could have been due to technical 
error. 

The diagnosis of neurosyphilis based on a positive 
Wassermann reaction of the spinal fluid alone is un- 
justified for patients suffering from meningitis and other 
acute intracranial disorders until repeated examinations, 
performed after these processes have subsided, demon- 
strate the continued presence of reagin. 


Tue INTENSIVE TREATMENT OF EARLY SYPHILIS WITH 
MAPHARSEN COMBINED WITH ARTIFICIAL FEVER. 
N. N. Epstern, R. B. Rees and H. D. BrarNerp, 
Am. J. Syph., Gonor. & Ven. Dis. 28:443 (July) 
1944. 


The authors describe a method of treatment for early 
syphilis combining massive arsenotherapy with artificial 
fever therapy. The method requires eight days for its 
completion. A total dose of 172 to 196 Gm. of mapharsen 
plus 2 episodes of artificial fever consisting of five hours 
each of a temperature of 40.5 C. (105 F.) to 41.2 C. 
(106 F.) was given. 

While the period of observation was too short to 
speak of final therapeutic results, the trend indicates 
results comparable to those of other methods of massive 
arsenotherapy. The addition of fever therapy to mas- 
sive arsenotherapy of early syphilis decreases the tolera- 
tion of mapharsen but increases its therapeutic efficacy. 
One instance each of three major complications was 
encountered, namely, encephalomyelitis, peripheral neu- 
ritis and ninth-day erythema. When combined with 
artificial fever therapy and administered within a period 
of eight days, 0.96 Gm. of mapharsen is not a safe dose. 


PERIPHERAL VASCULAR SYPHILIS OF THE LOWER Ex- 
TREMITIES. F. H. GrAvER and H. L. Myers, Am. 
J. Syph., Gonor. & Ven. Dis. 28:458 (July) 1944. 


The authors report a case of probable peripheral 
vascular syphilis, the chief clinical observations being 
the presence of necrotic ulcers of the feet accompanied 
by absence of the pulses of both anterior tibial and 
dorsalis pedis arteries and repeatedly positive serologic 
reactions of the blood for syphilis. The ulcers healed 
promptly in response to a therapeutic test with maph- 
arsen and bismuth subsalicylate in oil. 

Discussion is presented of the incidence, types and 
differential diagnosis of syphilitic peripheral vascular 
disease. Diagnosis resolves itself into a problem of 
exclusion of all other etiologic possibilities, and the 
best one can hope to do during the life of the patient is 
to make a strongly presumptive diagnosis. 


THE EFFecT OF FEVER ON THE DISTRIBUTION OF 
ARSENIC IN THE TISSUES OF RapsBits INJECTED 
INTRAVENOUSLY WITH MAPHARSEN. H. E. SrTox- 
INGER, F. L. Dorn, R. A. BoaK and C. M. Car- 
PENTER, Am. J. Syph., Gonor. & Ven. Dis. 28:564 
(July) 1944. 


Significantly higher concentrations of arsenic were 
observed in the tissues of rabbits given an intravenous 
injection of a maximal tolerated dose of mapharsen 
(6 mg. per kilogram of body weight) and subjected to 
a body temperature of 41.5 C.°(106.7 F.) for three hours 
than in the tissues of rabbits injected with mapharsen 
only. The kidney and spinal cord showed the most 
striking increase in arsenic content after fever. The 
elimination of arsenic in the fever-treated animals was 


retarded. 


REUTER, Milwaukee. 


JuveNILE CATARACT IN ASSOCIATION WITH DERMa. 
Tosis. Danie. M. Rorett, Am. J. Ophth. 27:38% 
(April) 1944. 


The author reports on the occurrence of juvenil: 
cataracts in association with a peculiar degeneration oj 
the skin, of which 37 cases have been reported in th: 
English and European literature. The outstanding 
symptoms of the disease are usually, but not always 
(1) endocrine disturbances, (2) changes in the skin 
diagnosed as (a) scleroderma or (b) neurodermatiti: 
and (3) pathologic changes in the lens. 

He reports the case of a young man about 20 year; 
old with cataracts in both eyes and an eruption which 
is poorly described and not diagnosed. There were |i 
per cent of eosinophils in the blood, and the basal meta- 
bolic rate was minus 7 per cent. 

StRAKOSCH, Chicago. 


DERMATITIS FROM EXPLOSIVES. Louris SCHWART2 
J. A. M. A. 125:186 (May 20) 1944. 


Dermatitis caused by tetryl is probably the mos 
frequent cutaneous hazard accompanying the manv- 
facture of munitions. Dermatitis generally occurs dur- 
ing the first three weeks of employment in persons whe 
have never before been exposed to the material, cases 
reaching a maximum number about the third week 
Most workers become “hardened” from one to four 
weeks after the development of dermatitis and are nc 
longer irritated by tetryl. Especially is this true if 
they continue working while being treated. The most 
frequent sites of tetryl dermatitis are about the mouth, 
on the cheeks, around the eyes and on the neck. I: 
some cases there is considerable edema of the face, the 
eyes being swollen shut. Most workers show staining 
of the hands, and a few exhibit coloration of the hair 
without any evidence of cutaneous irritation. The 
epithelium of the palms is indelibly stained, and it 
takes two or three weeks after exposure ceases for 
the stain to fade out. It may be removed with a 10 per 
cent aqueous solution of sodium sulfite followed by 
washing with soap and water. 

Trinitrotoluene dermatitis involves the hands, wrists 
and forearms most commonly. The dermatitis is often 
found at points of friction, such as the collar line, the 
belt line and the ankles. The lesions on the palms are 
characteristic, resembling somewhat the deep-seated 
vesicles of a phytid. They are deeper seated and larger 
and are accompanied by considerable edema. The dorsa 
of the hands are also usually edematous. Workers with 
mild dermatitis should be treated while working, in 
order to give them an opportunity to get well on the 
job and become “hardened,” as the majority do. 

Dermatitis from ammonium picrate usually involves 
the face, especially around the mouth and the sides of th 
nose. Trinitrophenol causes a similar dermatitis. 

Dermatitis from mercury fulminate occurs mostly 00 
the face and anterior surfaces of the arms. 

Hexite causes a vesicular dermatitis of the hands 
followed by desquamation similar to that which occurs 
from trinitrotoluene. 


DERMATITIS CutTTING O1Ls, SOLVENTS AN! 
Drevectrics, INCLUDING CHLORACNE. Samuet M 
Peck, J. A. M. A. 125:190 (May 20) 1944. 


Dermatitis from cutting oils occurs more frequent!) 
than any other occupational disease of the skin. Tht 
eruption produced is usually acneform, but sometimes 
it resembles contact eczema. The lesions mest fre 
quently seen after exposure to the cutting oils (usually 
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insoluble and rarely the soluble cutting oils) are 
liculitis and comedos. The hairy portions oi the 
ims and the anterior surfaces of the thighs are the 
sites of predilection. Lesions are also seen on the backs 
the hands and fingers and on the abdomen. 
Dermatitis is of frequent occurrence among persons 
posed to solvents. Among the solvents are included 
organic liquids which are used as cleansers in de- 
greasing operations of various kinds, those used to 
tract oils, fats and wastes, the solvents for plastics, 
sins and rubber and those used to dissolve varnishes, 
ints and lacquers. The solvents exert their drying 
frect on the skin by removing the fats and oils. This 
sults not only in dryness but in cracking of the skin. 
e hands, wrists, and forearms are usually affected. 
Hypersensitivity may develop with the production of 
llergic dermatitis. 
[he increasing use of dielectrics in insulating wires 
nd condensers, especially chloro compounds, has _ in- 
reased the incidence of the so-called chloracne. The 
sions of chloracne consist of pinhead-sized to pea- 
sized or even larger pale straw colored cysts. Comedos 
present but are not a striking feature. The cysts 
ire located on the face and the lobes of the ears, behind 
the ears and on the back of the neck, the shoulders and 
abdomen. Coal tar pitch is sometimes used as an 
insulating material. It may also cause acneform lesions, 
ut the lesions can be differentiated from chloracne by 
the accompanying melanosis and the presence of comedos 
rather than cysts as prominent features. 


DERMATOPHYTOSIS AND OCCUPATIONAL DERMATITIS. 
Joun G. Downine, J. A. M. A. 125:196 (May 20) 
1944, 


Even with much dermatologic experience a positive 
liagnosis of fungous infection of the hands is often 
erroneous without laboratory confirmation. Industrial 
lermatitis rarely persists because of secondary infection 
with fungi. Dermatophytes do not find the site of 
active inflammatory industrial dermatitis a suitable 
terrain for growth; the secondary invaders are pyogenic 
acteria. A person suffering from a contact dermatitis 
s no more subject to mycotic infection than one with 
normal skin. Certain types of molds and yeastlike 
odies have been found persistently in certain occupa- 
tional rashes owing to the presence of these organisms 
in the contacts, but that does not prove that these 
saprophytes are the pathogens. True pathogens, such 
1s Monilia albicans, trichophytons and epidermophytons, 
ire seldom found as secondary invaders of the sites of 
ccupational dermatitis. 

Dermatophytids on the hands produce sites of lowered 
resistance sufficient to break the skin and allow the 
mechanical and chemical contacts of industry to ag- 
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gravate the original eruption. In many of so- 
called occupational cutaneous dermatitis the lesions are 
merely aggravations of previous mycotic infections. 

Dermatophytids appear spontaneously and are pin- 
head-sized with thick walls. They sym- 
metrically placed on the lateral aspects of the fingers and 
on the thenar and hypothenar eminences; 
they involve the entire palm, rarely the dorsum of the 
hand. Contact dermatitis usually 
erythema, scaling, thin-walled papules and 
wheals, an ill defined eruption rarely symmetric, 
usually involving the dorsa and starting on one area 
and spreading slowly or rapidly. an 
entity composed of deep-seated sago-grain-like vesicles, 
appearing suddenly and disappearing with or without 
treatment. Nummular eczema may appear on the dorsa 
of the hands and the anterolateral aspects of the ex- 
tremities. The start as a group of 
rapidly becoming a brillant red elevated circular oozing 
patch which undergoes involution by clearing in the 
center, extending peripherally until healing occurs, or 
the patches persist and enlarge until they may involve 
5 or 6 inches (13 or 15 cm.) of the forearm or the 
entire dorsum of the hand. 
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HuMAN DANDER: AN IMPORTANT CAUSE OF IN- 
FANTILE EczEMA. FRANK A. Simon, J. A. M. A. 
125:350 (June 3) 1944. 


Patch tests with human dander elicited positive re- 
actions in 15 of 20 infants and young children with 
eczema. In 23 noneczematous controls only 1 positive 
reaction to the patch test was elicited. Prompt clinical 
improvement appeared in 3 of 4 patients with infantile 
eczema after institution of measures directed at the 
avoidance of contact with human dander. In all 4 of 
them typical eczematous areas were produced on a 
previously uninvolved area of skin when the mother 
was instructed to rub her hair on the child’s abdomen 
for two or three minutes twice daily. 


HENSCHEL, Denver. 


Report oF Two Cases MYXEDEMA WITH EXTREME 
HYPERCHOLESTEREMIA; ONE COMPLICATED BY XAN- 


THOMA TUBEROSUM. LEELA STEVENS Cralc, H. 
LissErR and Mayo H. Sotrey, J. Clin. Endocrinol. 
4:12 (Jan.) 1944. 

In 1 of the cases reported by Craig, Lisser and 


Soley the patient presented nodular xanthomas on the 
extensor surfaces of the extremities, along the tendon 
sheaths and on the palms. Their regression was defi- 
nitely correlated with control of the symptoms of myx- 
edema by treatment with thyroid substance alone. 


Lyncu, St. Paul. 
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Presented by Dr. 


Pyoderma Faciale (O’Leary). 
H. G. MISKJIAN. 


A woman aged 28 was seen Sept. 11, 1943. An erup- 
tion had suddenly appeared on the chin about Aug. 15, 
1943. the onset the skin of the face had been 


had 


Before 


completely free from lesions. She not had acne 
during adolescence and had not been taking any oral 


following weeks the eruption 
and to the forehez 


medicaments. 


spread upward to the cheeks causing 


ed of th elids Large deep nodules appeared 
suddenly on the sides of the nos \t first fi the 
iter became s t 1 fl tuant some ¢ t i S 
n toe chi ive regressed ror a tew days, the itient 
( ¢ e fey The lesions have not spread to 
the sides of the r 
| 4 ] ned wel 1 
tI8 O} I i 
ell b () t n t 
ce » nodules | ; 
flan Ry t r confluence. thev si { 
map 1 nt u \ ot t 1 
t On « t to. 
( | d ()n ft 1 ( 
‘ 
rea ma Ss d i 
( pa] les is not sel rhe Chere 
4 i 
\ttempt cultures ot te m the S ed 
to s 9 t 
| treatment is en three doses  < ZU 1 
roentgen cdiat ric CV 1d vet ¢ ssings. 1n- 
t 1s ire tel a nese tartrate intra- 


Pyoderma Faciale (O’Leary). Presented by Dr. 


..UGENE STERN. 


E. Z., a woman aged 20, is employe 1 as a seamstress 
1 an electric power machine. She has had no serious 
illnesses in the past \ month ago large nodules 
yppeared suddenly on her fact 

At the first examinati Sept. 14, 1943, her face 
showed deep infiltrat red and bluish red | 1 
the chin, nos forehead at medi ot t 
heeks. The sides of the cheeks were spared. TI 
esions are particularly confluent on the chin and vary 
1 size from that of a pea to that of a | nut. Sor 
lesions are pustules. On the forehead are numerous 
papulopustular lesions of pinhead size. 

Patch tests with an astringent, a powder and a lip- 


stick were made. All tests showed no cutaneous 


tion. The patient refused a cutaneous biopsy. 
The skin of the 
after receiving four ined 
with daily administration of 100,000 units of vitamin A, 


face shows remarkable improvement 


roentgen ray treatments combin 


dressings with sol 


and wet 


ition of mercury cyanide. 


DISCUSSION OF CASES OF PYODERMA FACIALE 
(O’LEary) 
Dr. EArt W. NETHERTON: 


There were numerous comedos; the skin was oily, < 
nodular pustules were developing around the comed 
There were large cystic lesions in the second ca 
Some of these 


sometimes occurs in acne 


liquefaction, such 

bata. The patient \ 
pale, and, although a report of the hemogram was 1 
given, I suspect If ther 

anemia, I suggest iron therapy. 

Dr. JoHNn A. 
gard to the second case. 
in this patient than in 
patient 


} - 
there may be si 


lesions showed 


cong| 
1 1 
that she has anemia. 
GAMMEL: I a 
There is no more evider 
a in 
has O’Lear 


me connection 


their report (AR 
1940) that they “were unable to find evidence to sup, 
the conclusion that the condition is tuberculous.” 
Dr. Huco Hecut: “Pyoderma” denotes a condi 
ith follicular pustules, a term which does not in 
| se the duration of s veeks would I in 
It oks like ] togenous infection. I do no 
these eruptions are due to tuberculosis 
more tuberculosis than yt g else 
t includin tures oO! 
tuber sis, 1} 
Dr. Jonn A. GAM Have you made any te 
( ibe ( 
Dr. H. G. MiskyraAn: No. I did not think of 
ossibility of tuberculosis because this is su 
process nd it Ss o sudd nly on 
Bou k it coul not be said with saiet 
this is a tul ( skit I question t 
| vel to be of tuberculous o1 1 be 
ish green is comes out of the s 
SCESSt en they opened. Tuberculosis 
t s tvT Phinkine i the 1) 


hut thing e1 Direct examination of 
vealed no’ fungi and no bacteria 
D NE ( STI Che striking feature 
( s is that the eruption developed suddenly 
vernight. My patient had, off and on, som 
act but the sudden outbreak of the cystic 1 
s Ss ilar to that in the case Dr Misk lan pres 
It is true that my patient has some comedos, | 
cli | appearance of the eruption taken as a 


nd its sudden onset justify in my opinion the diz 
of pyoderma faciale (O’Leary). 

R. Driver: The sudden onset i 
the center of t 


location in I 
O’Leary described. 


characteristic of the disease 
Dr. H. G. Miskj1an: The entity described | 
O’Leary must be rare. This is the first typical 
pyoderma faciale I have seen in the last twenty 
ruling out the possibility of a drug erupt 


Liter 
Lr 


I do not think that eithe 
of these cases is an example of pyoderma faciale. T! 
first patient’s eruption was more like acne vulgari 


| 
| 
| 
| 
| 
| 
| 
ease. I believe wit 
tuberculous prov 
muscularly. 
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ked around for a fitting name for this unusual syn- and are permanent. Therefore, I think the location of 


me. Dr. O’Leary’s description of pyoderma faciale the lesions does not rule out the possibility of their 
ted exactly. One of his illustrations could have been being ordinary striae. 

photograph of my patient. I am convinced that this Dr. CHartes G. LaRocco: Has the patient had 
ndrome has a clearcut clinical picture which is readily typhoid fever? Striae will occasionally occur after 
fferentiated from other diseases. Dr. Hecht has typhoid fever. 

inted out that there is a weakness in the term “pyo- 
rma faciale.” No one has proved that this syndrome 
s a bacterial cause. 


Dr. W. R. Huser: There is no history of typhoid 
fever. He has had the usual childhood diseases and 
pneumonia. 


Pseudoxanthoma Elasticum (a Variant Form). 


Blue Nevus, or Mongolian Spot. Presented by Dr. 


W. R. Huser. 

W. H., a Negro aged 26, is presented from the de- 

rtment of dermatology and syphilology, University Varicose Veins; Stasis Dermatitis: Capillaritis. 
spital, with a condition diagnosed in 1938 as early Presented by Dr. W. R. Hvuster. 

nt syphilis, advanced atrophy of the optic nerve and ‘ 

: ee Fk. T., a white woman aged 68, presented from the 
department 
Hospitals, was seen in August 1943, complaining of 
pruritus vulvae and varicose veins. Stasis dermatitis 


iform degeneration of the retina. He received ¢ 
ting courses of mapharsen and bismuth subsalicy 
eighteen months for his syphilis. Currently he 1s 
ng observed. Recently an atrophic striation of his 


was noted which he said had been present since 


% dermatology and syphilology, University 


had been present for eight years. At the onset twenty 


ears ago an atrophic area was noted on the left 1 

There is no history of trauma. Che lesion appeared 

ere are pallor of the optic disks and a large area 
: rather suddenly, enlarged slowly for a few vears and 


lisciform retinal degeneration in each macula. No cere 
1 then remained stationary. 
streaks are seen. There are numerous wid 
; Phere is a 2 by 3.5 cm. depressed atrophic area on th 
mented atrophic striae extending longitudinally — , 
ntire length of both cubital spaces. A similar but "OW¢T Medial portion of the lett tibia. It is yellow: 
+ green and has a sharply defined narrow purplish border 
1s t process 1s present bilate y on the sides “fie? 
Sugntiv§ depr sed nat \ purple an ext 
ibout 2 ¢1 irom t lesion Brown pigmentation 
Ca Th 1S ! Vel 
patchy scalit ireas 1S present 1 the mteri 
malleola irea There are bilateral varicose veins 
1 the hemocram. 3 sis 
S pitting ede i of the legs IX t t 
time, ( na if K I } Vs ail « 1 nati no! 
id in 1938, before treatment { ’ 
itirely normal. nt y t 
tion t blo ! There was ele 
10 4. 1943. y s nor 
eV ce ot terrosclerotn rt dis 
t ic examination oft speci poss t intarction 
Histol cxXa nation otf a portion « t 
rat \ 1a] le | ' 
itos \ i ormal epid revealee or tl epidermi in 
i s rht ( it ot col id] erat ( 1 
trate the upper part ot t riui 
t istic tissue consistent wit cli 
Is Ol ithoma Cclasticum in t ium Pigem dep { 
t pp the corium we identified as | 
rin | issium ferrocvanide and hvdt 
| AX \ Lad Dr H ( Q us t | wte 1¢ OS1S ( nilarit 
( I hich the diagnosis is based 
WR \t t time I saw this patient ISCUSSION 
1 by the fact that the distrib n of the | \ \ficl 
Dr. Hat \. s Jr.: May I ask Dr. Miskjian 
S S sane is seudoxal ( elasticun cal iritis actu v begins and stasic 
the appearance is not characteristic of that  dermatiti 
T 1 + 
fis retinas show scifort n 
Hi Dr. Earn W. NetrHerton Was the biopsy speci 
ermore 1 n T n take the unusua ivot 
ible with t of pseud ithoma « icu olored plaque 
t} ot ti + 
qisru ¢ tf Clasti¢ LIss ro 
‘ ' ‘ Dr. H. G. MISKJIAN It is taken from the ed; 
S, 4 believ that the 1lagnos ol pseugoxanthoma 
of the plaque When I first saw this patient, the 
Ite, sharply limited, atrophic spot on her leg puzzied 
| STAMIN LEVINE: .How would vou differe: 
DENJAMIN LEVINE: me. Chis could not be an ordinary stasis dermatitis, 
Us mans striae Irom COMMON, striae, eS since spots of this type are not a part of its clinical 
n versons who Nave been obese or gravid picture. (on lo king closer, | saw a purplish blue zone, 
W. R. Husrer: This patient is not obese, and | or 2 mm. wide, surrounding the atrophic area 
ruption, according to his statement, has been present Examination with a magniiying glass showed that it 
the age of 4 or 5 years. was constituted by a dense network tiny blood ves 
cels This suovested a - of ca lariti 
JAMES R. DRIVER [The ocular changes are els. This suggested a form of capillariti 
to those sometimes described in pseudoxanthoma There are several different types of chronic capil 
um. The color of the cutaneous lesions is not laritis, based on the multiplicity of their pathologic 
teristic of pseudoxanthoma elasticum. They look esions. In one type, the principal lesion is a throm 
like striae. Striae may appear on almost any  bosis of the small blood vessels. In another, the endo- 


the bodv owing to a sudden increase in weight thelium proliferates and obliterates the lumens of 
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capillaries, producing ischemia and subsequent atrophy. 
It occurred to me that this process of vascular oblit- 
eration and atrophy could explain satisfactorily the 
formation of the white waxy patch. A biopsy speci- 
men was taken from the edge of the lesion to verity 
this hypothesis. The section, which many of you have 
examined today, consists of three parts. In one part, 
to the left, the epidermis is normal and shows the 
usual interpapillary pegs. In the middle of the sec- 
tion, the epidermis along with a part of the corium 
has been torn away, leaving a gap in its place. The 
right third of the section is most interesting. Here 
the epidermis is thin and has the shape of a narrow 
horizontal band; it has no interpapillary pegs. In the 
subpapillary region of the corium, one can see clearly 
the cross section of two capillaries, their lumens com- 
pletely filled by the proliferation of the cells of their 
endothelial lining. The histologic changes, therefore, 
confirm the diagnosis of chronic capillaritis. 

At the time I saw this patient, she did not have the 
small red patch on the upper part of the leg; only the 
white one was there. Close examination of this red 
area shows the presence of numerous small red dots, 
the size of a pinpoint, which do not disappear on pres- 
sure. These are unquestionable evidence of capillary 
lesions. I am inclined to think that this new patch is 
the primary or initial stage of the other one. It should 
be observed to see whether it will become atrophic in 
the end. 

And now Dr. Haynes’s question: Where does stasis 
dermatitis end and capillaritis begin? I welcome this 
question because it has puzzled me also. The term 
“capillaritis” is used to designate the lesions of the 
small blood vessels of the skin—capillaries, precapillary 
arterioles and postcapillary venules—and the cutaneous 
manifestations which these lesions produce. There is 
no essential difference between stasis dermatitis and 
capillaritis, because lesions of the small blood vessels 
play an important role in stasis dermatitis. This is 
nothing new. As far back as 1882 these capillary 
lesions were described in so-called varicose eczema and 
varicose ulcers. In recent years, the new concept of 
capillaritis has given a better understanding of the 
subject. In order to emphasize the importance of 
lesions of the small blood vessels in the genesis of 
those chronic, deeply infiltrated, purplish brown erup- 
tions that are seen so often on the lower extremities, 
Favre of Lyons has proposed the name “purpuric pig- 
mented angiodermatitis.” I find this name appropriate 
because the eruptions represent something much more 
serious, moregsleep-seated than the word “dermatitis” 
implies. 

Purpuric pigmented angiodermatitis is not, however, 
synonymous with stasis dermatitis. It is not a new 
name for an old syndrome; it has a much wider appli- 
cation. The diagnosis of stasis dermatitis is justified 
only when there are signs of stasis; i. e., edema, pur- 
plish discoloration and others. But not inirequently 
one sees persons of middle age who have on their legs 
a few, more or less extensive, red patches in or around 
which one finds fine dilated capillaries and pinpoint- 
sized and larger red dots that do not disappear on 
pressure. Intermingled with these red patches are areas 
of brown pigmentation which appear to be formed by 
the juxtaposition of tiny brown macules, which are 
deposits of hemosiderin in the skin. These patients 
have no edema whatever, no varicose veins or other 
signs of stasis. One cannot, therefore, call this clinical 
picture a stasis dermatitis. It is that of a capillaritis 
both clinically and histologically, one of the varieties 
of pigmented purpuric angiodermatitides. 


May I mention one more example? I have sé 
men, usually in their third decade of life, who had 
one leg a round, punched-out, deep ulcer, 2 to 3 en 
in diameter which healed slowly. These ulcers wer 
surrounded by a purplish brown zone, a combinati 
of dilated capillaries and hemosiderosis. For want 
a better name, these would ordinarily be called varicos 


q 


ulcers. However, the patients were invariably young 


healthy and vigorous. They had no visible varicos 


veins and no edema of the legs. The purplish brow: 


areola was evidence of pathologic lesions in the sma 
blood vessels adjoining the ulcer. This lesion was 
varicose ulcer but a special type of capillaritis char: 


terized by multiple thromboses in the small blood ves 


sels of the skin, which eventually produced the ulcer: 


Gougerot has called attention to these “ulcers wit 
cyanotic and purpuric edges” as a form of capillariti 

I refer persons who are interested in this subject t 
a monograph by Touraine (Touraine, A.: Les capi 
larites en dermatologie, Bull. Soc. franc. de dermat. « 


syph. [spec. no.] 44:837-965, 1937). 


Poikiloderma Vasculare Atrophicans. Presented |! 
Dr. W. R. Huser. 


G. S., a man, aged 51, is presented from the depart 
ment of dermatology and syphilology, University Hos 
pitals. He complains of an eruption which began si 
years ago with a few scattered pruritic, circinat 
patches on the trunk and extremities. These hay 
persisted unchanged, but many new, larger areas hay 
appeared. Two years ago two intravenous injectior 
of neoarsphenamine were given. He thought that ir 
creased pruritus and a number of new areas followe 
There has been no further progression of the diseas 


There is no history of ingestion of any drug. There 


is no family history of the disease. 


There is a generalized asymmetric, macular eruptio: 


consisting of dime-sized to palm-sized, roughly cir 
cinate, ill to well defined patches, most numerous « 
the trunk. There are confluent lesions in areas on t! 
buttocks and trunk. Some areas show pigmentatiot 
punctate telangiestasia, slight scaling and atrophy, an 
other patches show only ill defined atrophy. Ther 
are a number of linear areas about 2 to 3 mm. wi 
by 6 to 8 cm. long on the back. These are probabl 
old scratch marks that show the same changes. The: 
are several annular patches about 4 cm. in diamet 
showing central clearing. An area on the right ar 
has a slightly raised indurated border. This is sai 
to have followed a subcutaneous injection one mont 


ago. There are pyorrhea and granulation-like changes 
on the gums and callosities on the feet. Several nails 


on each foot are thickened and friable. There is n 
generalized lymphadenopathy. 


The urinalysis and hemogram were normal. Th 


blood urea nitrogen level was 12 mg. per hundred cubi 
centimeters. The Kline reaction of the blood was nega 
tive. Plasma proteins were normal. A roentgenograt 
ot the chest revealed elongation of the aorta and decid 
thickening of the pleura over the middle and low 
portion of the left lung. 

Histologic examination of a portion oi the annula 
slightly infiltrated lesion on the right arm revealed 
normal epidermis except for a few target-like cells 1! 
the granular layer and slight flattening of the ret 
pegs. There were dilatation of the blood vessels in t! 
subpapillary layer and a banal perivascular infiltrat: 
in the upper part of the corium. 
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the corium was slightly edematous. 
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DISCUSSION 


yr. JOHN A. GAMMEL: This patient has a definite 
iritus, as indicated by the number of scratch marks 
y I ask if this is typical of or observed in poikilo 
ma vasculare atrophicans? 
JR. JAMES R. Driver: Itching is not an uncommon 
nptom in poikiloderma vasculare atrophicans. There 
e some lesions, particularly on the outer surface of 
left arm, which were circinate, scaly and infiltrated 
Cole and I thought possibly he had a lymphoblas 
ia, perhaps Hodgkin’s disease, or mycosis fungoides 
biopsy was performed from one of these lesions, but 
mination does not show a lymphoblastoma. It has 
n mentioned frequently in the literature that in many 
h cases some type of lymphoblastoma may develop. 
yx. W. R. Huscer: I believe that in the case which 
Edward A. Oliver reported (ArcH. DeRMaAT. & 
pH. $3:2607 [Feb.] 1936) as poikiloderma vascular« 
The 


yphicans there was decided pruritus. disease 


ter developed into Hodgkin’s disease. 


Case for Diagnosis (Granuloma of Undeter- 
mined Cause?). Presented by Dr. Eucene C. 
STERN. 

R., a man aged 44, is a taxi driver. He was 
ever sick in his life except for an attack of grip in 


1919, while employed as a meat and poultry handler. 


wenty-three years ago papular lesions developed on 
fingers and the palms, and about fifteen years later 


they appeared also on his arms, legs and trunk. He 
has never been entirely free of them. 


For seven years 
has complained of a “scaly skin.” 

He is a well nourished man, 5 feet 11 (180 
n.) tall and weighing 222 pounds (109 His 

kin desquamates in small dry flakes, particularly on 


inches 
Kg.). 


the arms, thighs and trunk. 


In addition to the desquamation, there are numerous 


niltrated papulopustular lesions on the hands, arms 


Some are pea-sized nodules. Some nodules 
a green-brown crust; 


Those which healed 


nd trunk. 


hers, with a dry white scale. 


ire now flat white scars, some of which have a dark 


rown border. The few lesions on the fingers and in 


the palms are firmer. 


The Kline reaction of the blood was normal. 
Histologic examination of a papular lesion showed 
slightly thickened epidermis. The stratum corneum 
is parakeratotic. In this layer of parakeratosis there 
ere numerous lymphocytes and polymorphonuclears 
venly distributed throughout. The malpighian layer 
wed a slight degree of spongiosis. The entire epi- 
‘mis was strewn with migrating leukocytes making 
to the suriace. The subpapillary zone of 
Here and there 
tew red blood cells were found outside the capil- 
es. The rest of the corium was occupied by a 
lassive and deep cellular infiltrate. The majority of 
cells of the infiltrate were lymphocytes. There 
a few eosinophils, plasma cells and in certain 
fairly numerous polymorphonuclear leukocytes. 
re were many endothelial cells with large clear 
i, some epithelioid cells and in places a semblance 
giant cell formation. The connective tissue bundles 
he deeper parts of the corium were swollen and 
ous. There was no tubercle formation or necrosis 
ny of the sections. 


way 


DISCUSSION 
Ear. W. NetHerToN: I thought that the pus- 
lesions were a manifestation of a low grade pyo- 
infection. This opinion is not borne out by the 
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lence. 


I do not think that the other 
The scaly eruption is too inflamed 


histologic erup 
tion is ichthyosis. 
and impresses me as being a dermatitis due to external 
irritants his man has gained much weight recently, 


and I wonder if he foes not have hypometabolism, 
a factor in causing dryness of the skin. 
could result baths, under 
wear, or the soaps used in laundering his garments 
Dr. GEORGE W. BINKLEY 
to the causation of the granulomatous pustular lesions. 
With regard to the other cutaneous reaction, I believe 
it is a “Winter 
A person 
with this type of disease has few or no lesions in hot 
The each fall with the 


onset of cold weather. Bright red, well defined papules 


which may be 


The dermatitis from soap, 


I have no suggestions as 


generalization of nummular eczema. 


eczema” is an older term for this eruption. 


weather. process reappears 


appear. Later the ill defined borders of eczema appear. 
The primary lesions may pass through many cycles and 
finally disappear when the weather becomes warm. I 
obtained a history from him of chronic acroeczema in 
Persons like this are often moderately 
hypersensitive and have the hereditary predisposition. 


his mother. 


Dr. EUGENE ( 
for discussion of the nodular disease. 
white scales and a bluish border; therefore, the eruption 
looks like a papulonecrotic tuberculid. However, the 
histologic section does not bear this out. Perhaps the 
biopsy was of a too young lesion; this lesion was about 


’. STERN: I presented this patient mainly 
The nodules have 


New lesions developed adjacent to it. 
I do not regard it as a pyogenic process. 


four weeks old. 


Acrodermatitis Atrophicans Chronica with Stoma- 
titis. Presented by Dr. Donatp N. MacVicar and 
Dr. Haroitp N. Cote. 


J. H., a white man aged 70, complains of a sore 
One year ago, after the 
noticed a raw, tender 
The area enlarged and 


mouth of one year’s duration. 

extraction of several teeth, he 
area in the roof of the mouth. 
persisted. Eight months ago a histologic study by Dr. 
B. S. Kline, of Mount Sinai Hospital, Cleveland, of a 


specimen of tissue removed from the palate revealed 


acutely inflamed 
The deeper 


ulceration of the epithelium with 
granulation tissue in the base of the ulcer. 
regions of the specimen contained a dense infiltration 
of lymphocytes and plasma cells. No evidence of malig- 
nancy was seen. Despite numerous types of local ther- 
apy the area of ulceration in the mouth persisted. For 
several years he has noted that the skin over his elbows 
and the backs of the hands was assuming a_ reddish 
blue color. He has had a mild productive cough for 
many years. 

On the hard palate and the anterior portion of the 
gums are several red superficial ulcerated areas. There 
is a palm-sized area of atrophy with anetoderma on a 
dull red base in the region of both elbows. Several 
firm, nut-sized subcutaneous nodules are present in the 
region immediately below each elbow. 

The Kline reaction of the blood was negative. A 
carbolfuchsin stain of a specimen of sputum revealed no 
acid-fast organisms. No Vincent organisms could be 
found in a stained smear of material from the ulceration 
in the mouth. Histologic examination of a specimen 
of skin from the elbow showed the epidermis to be thin, 
with loss of papillae. There was vacuolation of some 
of the epithelial cells, especially those of the lower 
layers of the epidermis. The corium was edematous, 
and its upper portion contained a diffuse infiltrate of 
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small 
dilated blood vessels were seen. 
ve ssels thickened. 


these were 


DISCUSSIQN 


Dr. CrypeE L. CumMMerR: Do ye 
acrodermatitis atrophicans chronica? 

Dr. DONALD 
idiopathic atrophy of 
mouth. 
we could discover. 


MACVICAR: 


the mucous 


I believe 


Dr. James R. Driver: 
| liagnosis of 


question concerning the dia 
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round cells with a few plasma cells. 


d 


membrane 


the <« utaneous lesions. 


the 
lesions as an involvement of the mucous membrane 


We tried to classify 
of the 
That there are such cases is the only connection 


A few 
The walls of some of 


with 
lay be 


esions 


Dr. Huco Hecu I think that the lesions in the 
mouth are ulcers from a denture which for ten vears 
has been poorly fitte I do not think they are relat 
to the cutaneous 1 ns 

Dr. JAMES R. D \g this is his statement 
that he has not mm t denture for ne a vi 

re. | W. Ni RTON [his case is of s 
nt st hecause f the rm iodules on the left elbe 
| manitfestat this d In t 
wmber « de t trophica 
| VE } t + 
re t it n 
t two vears, 3 5 this diseas e b pre 
T 7 t T T 
yr. ( stated that « n 
‘ 
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tology Ur Sit 
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en rous scattered hy ker pun € on 
s and. sole There is slight e the 
inkles, and tl i Ipable about 5 
irgin The remainder of the ysica 
i} gives essentially normal results 
The gram was normal, and the Kline reaction 
f the blood was negative. A urinalysis showed on 
‘ace of albumin. 
Is SION 
Dr. JAMES R. Driver: This man states tl ever 
ook solution of potassium arsenite prior to 193! In 


oral 


with 


AND SYPHILOLOGY 
other cases, too, I have noted that the time required 
the appearance of arsenical keratoses may be compa | 


tively short. Have any of the members seen this comf-s 


dition result from the ingestion of arsenous acid (asiati¢ 
pills? 

Dr. Joun A. 
toses develop after injections of tryparsamide. TT] 
disappeared after the 

Dr. Ropert FE About a 
sented a patient to this society who had 


GAMMEL: I have seen arsenical ke 
injections were stopped. 


BARNEY: year ago I | 
arsenical k« 
toses on the palms and soles. There were several 

one of tl 


de ve 


of epitheliomatosis on and in 
carcinoma 
complained of dysphagia, and 


C. E. Pitkin, he 


patches a squamous cel 
when examined by 


inoper 


squamous cell carcinoma of the upper part of 
esophagus Could it be that tl rsenic had s 
etiologic bearing on that? It seems to me other « 


been reported in the literature in which maligt 


> 
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DISCUSSION 
Dr. Roy L. Kire (by invitation): I believe that this 
se Is typical, although the eruption is not accompanied 
th mental dulness. 
W. NETHERTON. I believe that this is a 
xd example of the Pringle type of adenoma sebaceum 
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President 


ere is no history of epilepsy in the family 


+ 


st history of the patient. 
n good, He left 


His 


because 


scl 


sch ol he 


Was 


rin the 


holastic record has 


St nsitive 


M.I )., Secretar v 


Vov. 


Granuloma Annulare. 


Presented by Dr. Leste P 


mut his appearance, 


EK. a white girl aged 11 months presents an 
‘eratosis Palmaris et Plantaris. Presented by Di 
; eruption which began on the dorsum of the toot witl 
W. R. Huster. 
three papules which spread peripherally to attain 
C., a white boy aged 13, presented from the d the present size. There have been no subjective symp 
tment of dermatology and syphilology, Universit toms. Examination shows a circinate lesion about 
spitals, was seen in 1931 with scaling oj the | nae? s (9 by 5 cm It is mildly erythematous 
soles which became nfanifest at the age of 3 n t Wit lar border, the nodules being about the si 
e 1931 the skin on the palms and soles has | 1 it pe ind s vhat infiltrated No othe 
zressively thicker and there has been ( resent 
tion because of inability to flex th 
e is no seasonal variation. The child’s n itritior 
} ‘+. 1 Cos I I ag e¢ it the diagem 
s have always been supplied adequately 
; } } } I) M Mi Gf I al re t thie 
lamuy history ¢ the disease co t 
1 ign 
CT > ded Ve V thicken 
SOICS his is well d mite t thr ( ( \M l tely T | e 2 
nd soles and phalan s bv an al t tra tient I t ( 1 } 1 | 
to normal skin. There is also dry. a t or to! t el uth 4 
soles with a tendenc: ns or to re 7 ts a considk 
t] r ses The orsa ¢ ne t 
t in reased unt on Dr. |] I « tt that this 
port wi t n the « Dermatitis Herpetiformis-like Eruption, Probably 
l py of Toxic Origin from Colitis. Presented by D 
ts IE P. BARKER 
\a t the \ \\ rl I i t 
ter 1 14 
ro mont 1S nd t Cl 
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Kline 1 ictlol t the blood was erup l 4 have scen these 
ot one oi tl e pustules on t | Ppa tl t \ responded 
lococcus aureus. mcentrations of vitamins a vi When | 
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Dr. Maurice J. Costerto: [| think that this is a 
most unusual case. There is no doubt that light plays 
a part in causation of the eruption. The lesions are 
concentrated on the chest and upper extremities. I do 
not think it is Duhring’s disease because it does not 
show the grouping characteristic of this dermatosis, 
Seldom is dermatitis herpetiformis accompanied by bul- 
lous lesions in the mouth. I agree with Dr. Mont- 
gomery that this patient has erythema multiforme of 
the bullous type. The history of colitis would fit in 
with this. It would be interesting to observe the effect 
on this eruption of solution of potassium arsenite or 
sulfathiazole by mouth. 

Dr. Lestie P. Barker: I believe that the colitis 
may play a part in the causation of this eruption. The 
patient has many lesions on the back in areas not ex- 
posed to sunlight, and the lesions occurred after the 
summer season. There are circinate groups of vesicles. 
I believe that this eruption is clinically dermatitis 
herpetiformis. 


Lichen Planus Hypertrophicus Secondary to 
Trauma. Presented by Dr. Maurice J. CosTe.to. 


S. G., a man aged 37, slipped and struck several iron 
projections, one causing a horizontal linear abrasion of 
the upper third of the outer aspect of the right leg and 
another causing a broad abrasion and laceration on the 
inner aspect of the left arm. About ten days later 
typical violaceous lichen planus papules appeared in the 
aforementioned locations. Several days later an exten- 
sive papular eruption consisting of violaceous hyper- 
trophic lesions occurred on the anterior surfaces of the 
legs. The patient is presented to determine the causal 
relationship between the injury and the eruption. Treat- 
ment has consisted of intramuscular injections of bis- 
muth subsalicylate in oil and crude liver extract paren- 
terally. 

DISCUSSION 

Dr. Roya M. Montcomery: I think that this is a 
typical case of lichen planus hypertrophicus. The un- 
usual fact is that the eruption occurred after an accident. 
The patient certainly had the accident, and lichen planus 
followed immediately afterward. This case should be 
followed through the courts as a compensation case. 
I am treating a patient with a similar disease, and his 
case has apparently gone through as a compensation 
case. 

Dr. JosepH C. AMeRSBACH: I do not see why such 
cases should not be classified as compensable when the 
disease occurs as a result of injury. I believe that it 
will be rated as noncompensable, which I think is 
wrong. I do not know of any patient whom I have 
treated with a diagnosis of lichen planus whose disease 
was considered compensable. This is important to 
bring out at this time. 

Dr. Geratp F. MacHaceK: The dermatitis is local- 
ized to the area of injury. Certainly if tertiary syphilitic 
lesions following injury are considered compensable, I 
do not see why this eruption cannot be so considered. 
Even if it is assumed that the man had lichen planus 
previously, he certainly had an exacerbation in the area 
of trauma. 

Dr. Les_re P. BARKER: I agree with Dr. Machacek’s 
discussion. 

Dr. Maurice J. CosteLto: The patient claimed that 
he slipped on the deck of the Normandie and struck 
his leg against a projecting piece of iron. At the same 
time his arm was caught on another projecting piece 
of material. I think that this eruption is lichen planus 


hypertrophicus. I believe that a biopsy of the original’ 0 
laceration on the leg would show lichen planus hyperf&y te 
trophicus. I think this case is compensable. nate 


A Case for Diagnosis (Pemphigus Vegetans $c! 
Dermatitis Factitia?). Presented by Dr. RicHar | 
J. 


A. Z., a white man aged 62 years, born in Fran 
was first seen at Roosevelt Hospital on Oct. 19, 1943 
The patient complains of an eruption in the scapular 
area and throughout the inguinal region of one year’s 
duration. Examination reveals vesicular erythematou; 
and crusted patches in the scapular region. In the 
guinal area there is a massive raised reddish plaqu 
involving the upper third of both thighs and extending 
over the suprapubic area. The patient also complains 
of hoarseness and loss of weight. No lesions of t! 
mucous membranes are present. 


DISCUSSION 


Dr. Maurice J. Costerto: I do not think that thi 
is dermatitis factitia. I do not believe that any oneffatro 
could produce such an eruption by artificial means. [supe 
think that he has pemphigus vegetans because of theffothe 
appearance of the eruption and his general debilitated 
condition. Another feature in favor of pemphigusffseen 
vegetans is the hoarseness, which indicates laryngeal sive, 
lesions. 

Dr. Royat M. Montcomery: I do not see how h 
could have produced all the lesions. Those on the back 
and arms may have been self induced. I think that aff star 
biopsy from the groin should be made to rule ou 
blastomycosis. Tha 

Dr. LesLtiE P. BARKER: The man has pustular lesions 
on the back and vegetating lesions in the groin. I shoul 
think first of dermatitis vegetans, next of pemphigus 
vegetans and then of blastomycosis. jern 

Dr. Latrrp S. VAN Dyck: My impression is pemphi-f§ 
gus vegetans because of the characteristics of the lesions, | 
especially those on the back. A year ago I presented 2 
patient at a staff conference of the New: York Skin andj PP! 
Cancer Hospital; he had an eroded area on the nos 
of six months’ duration which I thought was self 
duced. A biopsy showed only granulation tissue. The 
lesion improved slightly under an occlusive dressing 
The patient did not return to the clinic until last week 
when he appeared with a generalized bullous eruptio 
typical of pemphigus. 
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Marcus R. Caro, M.D., Secretary 
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A Case for Diagnosis (Superficial Morphea?). 
Presented by Dr. F. E. SENEAR, Dr. M. R. Cas 
and (by invitation) Dr. C. H. Sruspenraucn 


I. W., a white woman aged 43, first noticed a dis 
coloration on her skin about seven years ago. ‘her 
has been a gradual extension of the eruption, and new 
lesions are still appearing. The appearance of the dis 
coloration is never preceded by a dermatitis or ther 
inflammation at the site, and the patient says that she 
has not applied cologne water to the skin or taken drugs 


of any sort. The lesions are asymptomatic. 
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On the forearms, arms and thighs and to a lesser 
extent on the trunk there are fairly well circumscribed 
patches that show a slight brownish pigmentation and 
some areas a slight atrophy. On the V area and the 
back of the neck there is a more diffuse light brown 
pigmentation. There are new patches on the thighs that 
are slightly erythematous. 

The histologic examination of a biopsy specimen from 
the back of the neck showed the epidermis to be flat- 
tened and to contain much pigment. The blood vessels 
in the upper part of the corium were surrounded by 
sight mantles of cellular infiltrate composed largely of 
lymphocytes. A specimen taken from a lesion on the 
leit forearm showed a flattened epidermis containing 
many pigment granules. There was a perivascular in- 


filtrate like that seen in the other specimen, but the 
collagen fibers were thicker and more homogeneous in 
the upper part of the corium. 


DISCUSSION 


Dr. S. W. Becker: The hyperpigmentation and 
atrophy are of a type which is often seen following 
superficial scleroderma of the morphea type. On the 
other hand, it is possible to have such a cutaneous pic- 
ture without previous sclerodermatous change. I have 
seen a similar cutaneous picture, perhaps more exten- 
sive, in association with atrophy of the muscles. 

Dr. M. H. Expert: I suppose that all of you heard 
the patient describe the erythematous patch below the 
left knee. She said that that was the way the areas 
started. There was no pigmentation. She thought that 
the slight erythema was replaced later by pigmentation. 
That could be possible, and it fits in with a diagnosis 
morphea. 

Dr. MAURICE OPPENHEIM (by invitation): I thought 
the case to be one of atrophia maculosa cutis or aneto- 
lerma erythematosum, particularly the red areas on the 
legs. The lesions are covered by a wrinkled skin, and 
in palpation one could detect a hole in the skin. Histo- 
logically, there were signs of atrophy so far as the 
papillary layer was straightened and the elastic fibers 
vere much diminished, although not so strikingly as is 
sual in maculous atrophy. In morphea there is a 
smooth and not a cigaret-paper-like atrophy of the 
lesions of the skin as was present in this case. 

Dr. F. E. SENEAR: I was responsible for the sugges- 
tion of superficial morphea in the diagnosis. We thought 
f the various things that have been mentioned today. 
| suggested morphea as a diagnosis because one lesion 
n the left arm, where the biopsy was performed, showed 


little infiltration and had some ivory whiteness 
bout it. As Dr. Becker said, sometimes a superficial 
type of scleroderma will show pigmentary changes 


imilar to those seen in this case. 


Melanosis of Eyelids of Undetermined Origin; 
Melanosis of Riehl(?). Presented by Dkr. S. 
RoTHMAN (by invitation). 


W. B., a 28 year old single white woman, an office 
secretary, became sick with severe vertigo and weakness 
in the spring of 1941. The attending physician diag- 
nosed anemia and kept her in bed for one month. She 
vas treated with tablets containing an iron preparation 
and liver capsules until September 1941, at which time 
she discontinued all medication, felt well again and re- 
turned to her office work. 
ted a brownish discoloration of the eyelids which 
lowly but steadily progressed to its present extent. 


The darkening was not preceded by redness, burning or * 


About the same time she’ 
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itching or by unevenness of the surface. A _ general 
medical examination, including a determination of basal 
metabolic rate, did not reveal any internal disease. In- 
take of vitamin B tablets was without effect. In the 
last six weeks, 5 and 10 per cent ammoniated mercury 
ointment has been applied locally and the color has 
become slightly lighter. Recently a slight degree of 
hyperpigmentation was noted on the inner surfaces of 
the thighs. 

There is no history of intake of silver salts or 
arsenicals. The patient states that she has not used 
cosmetics around the eyes and that she has had no con- 
tact with mineral oils or tars. From 1936 to 1940 she 
wore gold-framed glasses, but then she changed to 
frameless ones. She has not worn glasses since January 
1943. 

The discoloration is symmetric, fairly discrete and 
circular on both and involved the upper and 
lower eyelids and their surroundings (fig. 1). The color 
is a slaty blue. In the hyperpigmented areas a few 
lighter spots are seen. 

The histologic examination of routinely stained sec- 
tions did not show melanin granules in the basal layer, 
but hyperpigmentation of this layer could be seen in 
the sections treated with silver nitrate. There was a 


sides 


Fig. 1.—Melanosis of undetermined origin. 


dense perifollicular and to a lesser degree perivascular 
infiltrate in the corium, consisting of round cells, histio- 
cytes and chromatophores, partly in the form of macro- 
phages, loaded with melanin granules. The granules 
did not contain iron. Sections were presented. 

Physical and laboratory examinations were noncon- 
tributory. The hemoglobin content was 14.1 Gm., 
erythrocytes 4,210,000 and. leukocytes 7,000, with a 
differential count of 62 per cent polymorphonuclears, 
33 per cent lymphocytes and 4 per cent monocytes. The 
Kahn reaction of the blood serum was negative. 

DISCUSSION 

Dr. C. W. Laymon, Minneapolis: This was a diffi- 
cult case in which to make a diagnosis. I have seen 
similar discolorations which represented the end stage 
of lichen planus. Dr. Rattner called my attention to one 
lesion which could have been an annular lesion of that 
disease. The section was not characteristic, but it is 
conceivable that it represented lichen planus which had 
practically resolved. It would seem to me rather unusual 
to have melanosis of Riehl localized exclusively to the 
eyelids, though the patient said that she had been using 
petrolatum on those areas for years. Lupus erythema- 
tosus should be considered in the differential diagnosis. 
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Dr. S. W. Becker: The diagnosis of melanosis, of 
course, 1s correct. Microscopically the eruption is a 
postinflammatory melanosis. I questioned the patient 
carefully relative to any type of lesion which preceded 
the brown color, and she said that she had not seen 
any. The microscopic picture is compatible with lupus 
erythematosus; hence I think a therapeutic test for 
lupus erythematosus is indicated. I believe that the 
infiltrate is rather deep, is perivascular and periglandu- 
lar and is much more in favor of a diagnosis of lupus 
erythematosus than of lichen planus. 

Dr. STEPHEN ROTHMAN (by invitation): I put down 
“melanosis of Riehl” with a question mark because of 
the similarity of the histologic pictures in this case and 
in the cases of Riehl. Most of you will remember from 
the literature that after the first World War a great 
many persons in Central Europe using petrolatum and 
other mineral oils of questionable purity acquired local- 
ized melanoderma of various types. At that time, Riehl 
reported a more generalized type of melanosis with and 
without inflammatory signs. He claimed that “Riehl’s 
melanosis” must be of internal origin, possibly origi- 
nating from some nutritional damage which acts as a 
photosensitizer. This theory never was proved. A con- 
troversial discussion went on as to whether in all cases 
melanosis was of external origin, due to oils and tars, 
or whether there was an additional internal factor. In 
all these discussions the similarity of the histologic 
picture to that of lupus erythematosus was emphasized. 
Haberman, in Jadassohn’s “Handbuch” discusses the 
differential diagnosis of lupus erythematosus and mela- 
nosis. I agree with Dr. Becker that the histologic 
changes in my case are similar to those of lupus ery- 
thematosus. It is characteristic for the melanosis, how- 
ever, that although hardly any melanin is seen in the 
basal layer numerous chromatophores in the corium are 
loaded with melanin. This accumulation of pigment in 
the corium is obviously responsible for the bluish sheen. 
I believe lichen planus can be excluded on the basis of 
both clinical and histologic pictures. It was striking to 
find histologically that the melanosis is of postinflam- 
matory nature, because clinically nothing was present 
which would have indicated any preceding inflammation. 


Circumscribed Scleroderma (Morphea). Presented 
by Dr. E. M. SmitH Jr. 


A white girl aged 16 states that in the spring of 1934 
two white spots about the size of a half-dollar appeared 
on the right forearm; they gradually disappeared. In 
1935 similar spots began appearing one or two at a 
time on her back and hips. The patient states that they 
remain white for about a year and then turn brown. 
In the summer of 1938, the lesions began to appear on 
her legs and two or three extensive lesions appeared 
on her abdomen. Since then there has been a gradual 
increase in number over widely distributed areas. 


On examination there are two types of lesions: (1) 
confluent, white, depressed, macular lesions of the size 
of a coin, located principally on the flexor surfaces of 
the forearms, upper extremities, inner surfaces of the 
thighs, umbilicus and back and (2) extensive pigmented 
areas which show some depression, with a definite 
increase in the larger blood vessels. The pigment is 
not evenly distributed in these areas but the distribution 
is roughly that of a smaller white lesion. No ery- 
thematous lesions are noted, and there are no subjective 
symptoms. 

The patient has made a 50 per cent improvement 
(including depigmentation) after receiving eight injec- 
tions of a bismuth preparation. 


The histologic examination showed a colloid dege 
eration of collagen fibers of the corium. 


DISCUSSION 


Dr. E. M. SmitH Jr.: There are two points t n 
bring out: 1. There is no history of decided infiltratior 
2. The patient has improved with eight injections of 
bismuth preparation. This has cleared the pigmentation 
and restored the depressed lesions. 


A Case for Diagnosis (Epidermoid Epithelioma?) 
Presented by Dr. J. H. Mitcuert and Dr. R. Hg); 
SCULL. 


C. B., a Negro woman aged 40, complains of a lesior 
that has been present on the lower part of her right 11 
ankle for two years. She says it began as a small red t! 
fissure in the skin, about ¥% inch (1 cm.) in lengt 
This fissure was painful until she applied an ointment 
Even though the pain ceased, the lesion has progressed 
to its present dimensions both in diameter and in eleva 
tion above the skin. 

The examination reveals a round, elevated, semi- 
indurated, dirty white lesion, painful to the touch, whic! 
protrudes from the normal skin at the base of the right 
ankle. The Kahn and Wassermann reactions were 
negative. The urine was normal. 


DISCUSSION 

Dr. M. R. Caro: I thought that histologically it was 
a rather high grade squamous cell carcinoma. 

Dr. NomLanp, Iowa City: It is a high) 
malignant epidermoid epithelioma with a great deal oi 
dyskeratosis in the cells rather than pearl formation. 

Dr. JAMES H. MitcHett: I want to apologize for 
these sections. One was sent to the clinic with th: 
patient, but it was cut parallel to the surface. Another 
section was made, and in the pathologic laboratory it 
was also cut parallel to the surface. The latter one 
gives enough of a picture to support what Dr. Nom- 
land has said. 

Dr. S. W. BEcKER: I was struck by the tremendous 
round cell infiltration in this penetrating growth and 
the fact that the patient has had the lesion for two 
years without metastasis. I wonder whether the infil- 
trate has not prevented such spread. 


A Case for Diagnosis (Edematous Lupus Ery- 
thematosus? Granuloma Annulare?). Presented 
by Dr. S. W. Becker and (by invitation) Dr. N. C 
BARWASSER, Moline, III. 


T. J., a 3 year old boy, first acquired an erythematous 
circinate plaque 1 cm. in diameter on the right cheek at 
the age of 20 months. A clinical diagnosis of granuloma 
annulare was made. At the age of 2%4 years, when he 
was exposed to the sun in California, similar lesions 
appeared on the left side of the nose, forehead and the 
lateral margin of the right ear. The lesions became 
more erythematous when exposed to sunshine and less 
so when well protected. A slight pruritus has been 
experienced occasionally. 

In July 1943 examination of the blood showed: hemo- 
globin content, 86 per cent; erythrocytes, 4,700,000, and 
leukocytes, 10,900, with neutrophilic polymorphonuclears 
38 per cent; lymphocytes 45 per cent, monocytes 13 pet 
cent, eosinophils 3 per cent and basophils 1 per cent. 
The treatment in the early stages consisted of mild 
freezing with solid carbon dioxide and several fractional 
doses of roentgen rays. The local treatment consisted 
of soothing astringent applications. All treatment was 

* without effect. During the past few months, twenty-five 


| ' 
| 
| 
I 
| 
ick 
M 
tic 
1) 
mbt 
pli 
{ yy 
‘ at hie 
vel 
ere 
D 
t 
the | 
en 
t ¢ 
avi 
D: 
m} 
. 
one 


1 dege 


oints t 
Itratior 
ms of ; 
entation 


oma?) 
R. H 


a lesior 
right 
nall re 
lengt 
intment 
gressed 
1 eleva- 


semi- 
, whicl 
right 


S were 


it Was 


highly 
deal oi 
ion. 

ize for 
ith the 
nother 
tory it 
er one 


Nom- 


endous 
th and 
two 
2 infil- 


Ery- 
sented 


natous 
eek at 
uloma 
1en he 
esions 
id_ the 
ecaime 


cent. 
mild 
tional 
sisted 
was 
y- five 


SOCIETY 


TR 


ctions of a preparation of iodobismitol have been 
n, twice weekly. The lesions have become less firm 
mi less erythematous, an effect more noticeable on the 
er ones. A biopsy was performed on a specimen 


m the right cheek in June 1943. The principal 
nges were edema of the superficial portion of the 
and extensive perivascular and _ periglandular 
trate of small round cells deeper down. The micro 
jc diagnosis was edematous lupus erythematosus 


mis 


DISCUSSION 

. HERBERT RATTNER: I thought that all of the 
racteristics of chronic discoid lupus erythematosus 

present. 
lyr. M. H. Eperrt: Some one brought up the question 
the prognosis of lupus erythematosus appearing so 
rly in life. 
R. OLIVER S. OrmMssy: I have had experience with 
is erythematosus in children but not in any as young 


this patient. I showed a patient here some years 
go that was not more than 3 years of age, with a 
pical discoid lupus erythematosus on each cheek. That 


iid recovered after several years. When she was first 
gold treatment had not been developed and she 

ile just fair progress. When the gold treatment was 
overed, she was not under my but a gold 
paration was given by another physician, and she 
le a good recovery. The last time she was shown 
she was quite well. 
patients like these. 


Care 


The prognosis is good tor 


ung 


ichen Sclerosus et Atrophicus (Hallopeau). 
Presented by Dr. S. W. Becker and (by invitation) 
Dr. N. C. Barwasser, Moline, IIl. 


Mrs. F. B., a housewife aged 48, in August 1942 first 
ticed an eruption in the right suprascapular region, 
nsisting of grouped whitish, firm papules which were 
iritic, especially when she was warm. In December 
a similar group appeared on the left shoulder. 

\pril 1943, additional lesions appeared about the 
imbilicus. The treatment has consisted of antipruritic 
pplications. 

On the upper part of the chest, on the back, on the 

ulders and about the umbilicus are discrete bluish 

ite papules with erythematous borders. The original 
roup over the right scapula became confluent, forming 
plaque 5 by 10 cm. 

\ specimen for biopsy was removed from the right 

houlder in June 1943. The stratum corneum was 
tther firm and hyperkeratotic. The surface showed 
veral indentations which were filled with a keratotic 
ig. The stratum mucosum was atrophic. The papillae 
ere absent. The superficial portion of the dermis ap- 
ared homogeneous, while the deeper part was essen- 
lly normal. 

Dr. OLtveR S. Ormssy: This is a good example of 
chen sclerosus et atrophicus. In the patient shown a 

nth ago the lesions were smaller and did not have 

black keratotic plugs on the surface of the papules 
“en in this patient. In this patient the lesions occupy 
te commonly observed location for this disease, which 

‘ usually on the shoulders, on the back and over the 
lavicles in front. Clinically, I should say this is a 
‘ypical case of lichen sclerosus et atrophicus. 

De. F. W. Lyncu, St. Paul: This case deserves 
‘comparison with the case of guttate morphea presented 
y Dr. Smith. Each is a characteristic example of the 
spective disease, and the features are so different that 
‘ne must regard the diseases as entirely different. The 


) 
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papules in this patient are firm and elevated, and scaling 
is evident; closer resemblance to morphea is noted only 
in the atrophic later stage of lichen sclerosus 

Presented 


A Case for Diagnosis (Sarcoid). by 


Dr. M. H. Esert and (by invitation) Dr. MASASHI 

OTSUKA. 

P. R., a white man aged 76, presents an eruption on 
the lower extremities of approximately six months’ 


duration which has caused him no inconvenience. He 
is a patient in the arthritis clinic at the Cook County 
Hospital and has taken Ertron, a high potency vita- 
min D preparation, for nearly two years, as well as 
vitamin B. Aside from a moderate arthritis, he appears 
well preserved for his age. Determinations of blood 
chemistry were made in 1942 and in February 1943. 
At that time the calcium and phosphatase levels were 
The only abnormality was some increase in 

Examination of blood nothing 
The Kahn reaction of the blood serum 
was negative. There was trace of albumin in the 
urine, associated with a moderate number of pus cells 


normal. 
uric acid. 
of significance. 


his showed 


a 


There are numerous yellowish brown flat papules of 
irregular outline ranging from the size of a pinhead to 
that of a large match head scattered over the buttocks 
and lower extremities. The and 
tend to be grouped. The color does not disappear on 
pressure with a glass slide. 


lesions are disere te 


DISCUSSION 


Dr. C. W. Laymon, Minneapolis: Clinically I thought 
the most likely diagnosis was sarcoid. 

Dr. M. R. Caro: I could not make a clinical diag- 
nosis, nor do I have a histologic diagnosis to offer. 
In addition to the lesions on the thighs, there were 
small infiltrated purplish nodules on the hands. Histo- 
logically the picture was not that of sarcoid. There 
was some thickening of the vessel walls, which sug- 
gested the possibility of syphilis, but the serologic tests 
were entirely negative. 

Dr. Herpert Rattner: I have never seen a case of 
epidermodysplasia verruciformis. Was this such a case? 

Dr. Davin LireperTHAL: I should like to ask about 
the histologic changes in the sections of skin. The ex- 
amination of the mucosa of the cheeks reveals white 
papules and networks of white streaks such as are found 
in cases of lichen planus, which disease may be con- 
sidered in the differential diagnosis. 

Dr. M. H. Expert: I found this rather dense peri- 
vascular infiltrate in the upper third of the corium and 
also one small focus of what looked like typical epithe- 
lioid cells. 

Dr. S. RoTHMAN (by invitation): On questioning, 
the patient told me that he had had an entirely dif- 
ferent type of medication previous to this eruption. 
In the history I saw a record of administrations of 
vitamins only. I should like to ask whether arsenicals 
were used and whether lichenoid toxic eruption (arseni- 
cal) might not be included in the differential diagnosis. 

Dr. M. H. Esert: We depended largely on the rather 
extensive history that accompanied this case from the 
arthritis clinic. There was no mention of arsenical 
injections in the last two ‘years. He has been under the 
care of that clinic and was referred to us. 

With reference to Dr. Lieberthal’s question: In spite 
of the fact that these lesions did not itch, my diagnosis 
was typical lichen planus. I have seen persons with 
that disease with peculiar yellowish lesions. The lesions 
were not round but were oval, irregular and somewhat 
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polygonal. The first day I examined him I found re- 
ticulations on the buccal mucosa which confirmed my 
idea that it was lichen planus. I was greatly dis- 
appointed when I looked at the section and was not 
certain about the diagnosis. There was not sufficient 
accumulation of epithelioid cells to make a diagnosis 
of sarcoid, which was the second diagnosis and probably 
the correct one. I thought of xanthoma, but we had 
not used the proper stains to verify that diagnosis and 
the patient would not allow us to take another section. 
As soon as he learned it was not a fatal disease, he lost 
interest—except for dramatic purposes when shown 
today. 


Hemangioendothelioma. Presented by Dr. F. E. 
SeENEAR, Dr. M. R. Caro and (by invitation) Dr. 
C. H. STUBENRAUCH Jr. 


J. S. B., a white man aged 75, injured his scalp about 
fifteen months ago. About three months later a red 
discoloration was first noticed on the frontal area of 
the scalp. Since then there has been a gradual exten- 
sion downward over the face and the eyelids have be- 
come puffed. There have never been any subjective 
symptoms or attacks of fever, and the patient has not 
been ill. About four years ago a boil developed on 
the left side of the jaw, which left a scar that is hyper- 
trophic at present. 

On the frontal part of the scalp, extending across the 
hair line over the forehead, eyelids, cheeks and temples 
and behind the ears is a diffuse reddish brown dis- 
coloration from which the redness can be expressed to 
leave a brown pigmentation. On the left side the patch 
extends over the cheek and jaw down to the neck. 
About the patch and in the ears there are many 
petechiae. The skin on the forehead and temples is 
thickened and puffy, while the eyelids show a solid 
*edema that has completely shut the left eye. The 
physical examination revealed essentially normal con- 
ditions. During the three weeks that the patient has 
been under observation the discoloration has become 
more extensive, the swelling of the eyelids has increased 
and the anterior cervical lymph nodes have become 
enlarged. 

Examination of the blood showed 13.5 Gm. of hemo- 
globin, 4,600,000 erythrocytes and 31,500 leukocytes, with 
34 per cent polymorphonuclear cells, 60 per cent lymph- 
oid cells (8 per cent with a nucleolus) and 6 per cent 
monocytes, and 390,000 platelets. The prothrombin 
time was one hundred and fifty seconds, as compared 
with a control of thirty seconds. Examination of a 
smear of the bone marrow gave essentially normal re- 
sults except for a few lymphoid cells (mature, immature 
and atypical). The sedimentation rate was normal. The 
Wassermann reaction of the blood was negative. The 
icteric index was 7.5 units. The serum globulin level 
was 1.4 mg. and the albumin level 4.6 mg. per hundred 
cubic centimeters. The roentgen ray examination of 
the skull showed no pathologic changes in the bone. 

A specimen was removed from the skin on the left 
temple for histologic examination. Deep in the corium 
and subcutaneous fat lay many densely packed nests of 
endothelial cells. These passed into elongated strands 
of cells which invaded between the fibers in all direc- 
tions, and these strands developed a lumen in which 
erythrocytes were found. Higher in the corium were 
many wider spaces lined by a single layer of endothelial 
cells, while just beneath the epidermis the corium was 
a spongy mass of intercommunicating vessels. These 
were lined with a single layer of endothelial cells, and 
they contained erythrocytes as well as many atypical 
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lymphoid cells. Throughout the corium there werd, si 
many small foci of densely packed lymphocytic cellgJe:sk 
The epidermis was slightly flattened but otherwis#kter 
normal. Perle’s prussian blue reaction showed mu tk 
iron pigment lying throughout the corium. The confKeen 
ditions observed on histologic examination were confieou! 
sistent with the diagnosis of hemangioendothelioma. 1 


DISCUSSION 


Dr. S. RoTHMAN (by invitation): This man has d 
leukemic blood picture, 31,000 leukocytes with 61 pe 
cent lymphocytes. I should like to ask whether therq O 


are other signs of lymphatic leukemia. The sectior 
shows in the upper layer the picture of hemangir 
endothelioma, but in the lower part of the corium ther 
are dense monomorphous lymphocytic infiltrates. 
believe that leukemia cutis with a superimposed heman 
giomatous tumor should be considered. 

Dr. L. H. Winer, Minneapolis: The man gave ; 
history of having had an injury to his scalp. In m 
patients with hemangioendothelioma following trauma 
I found that these neoplasms originated and were mosff‘ 
proliferative at the site of the previous trauma. In thiff’ 
man the site of trauma is not involved by the prolifera: 
tive lesions. The clinical impression, however, leads oné 
to suspect definitely a malignant form of some loca 
infiltrating process. In examining the microscopic sec- 
tion I saw not the dense nests of cells that one observes 
in hemangioendothelioma but rather more 
arranged capillaries and bands of cells that appeared t 
be precapillaries. I also saw sevetal cells with mitotic 
figures. In view of the fact that this patient has als 
an involvement of the regional lymph nodes, which my 
patient with hemangioendothelioma did not have, I think 
that this may be a more malignant form than hemangio- 
endothelioma, rather a hemangiosarcoma. 

Dr. M. H. Epert: It was my impression that he did 
not have lymphadenopathy. 

Dr. M. R. Caro: He had one enlarged gland on the 
right side of the neck, which appeared recently. 

Dr. S. W. Becker: I was happy to see this patient 
because in our seminars in the last few years, which 
are attended by pathologists, there has always been 
discussion as to the nature of granuloma pyogenicun 
The pathologists have said that if such lesions are found 
in the deeper parts of the body they are called hemangio- 
endothelioma. This patient presents a definite clinica! 
picture of a hemangiomatous lesion and a unique micro- 
scopic picture. The microscopic sections show what 
seems to be a malignant tumor with bizarre vascular 
formation. I think the general concept of hemangio- 
endothelioma is that it is sarcoma. I am inclined t 
agree with that diagnosis. 

Dr. M. H. Esert: One interesting point is whethe 
the blood picture followed the primary change in th 
skin or whether the change in the blood picture was 
primary and the cutaneous change secondary. 

Dr. F. W. Lyncu, St. Paul: This is an unusual forn 
of hemangioendothelioma. Its diffuse nature indicates 
that the disease involves a system of tissues rather tha! 
being a strictly localized neoplastic process; in_ this 
respect the eruption suggests a possible relationship wit! 
Kaposi’s angiosarcoma. If the eruption had developed 
on the feet rather than the face, that diagnosis would 
have been considered. 

Dr. E. M. SMITH Jr.: 
eyegrounds made? 

Dr. M. H. Caro: In answer to Dr. Rothman’s (ues 
tion as to the presence of leukemia, the original ‘iag- 
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ysis made by the hematologist for this patient was 
eukemia. After further study of the case, including 
ternal puncture, it was decided that this was rather a 
eiukemic blood picture associated with a tumor. That 
ms logical, for a systemic disease like leukemia 
ild not produce a lesion that would begin at one site 
| spread progressively by local extension without 
vearance of other lesions elsewhere. 
| do not know whether the eyegrounds were exam- 
d. The patient was in the hospital in the service of 
hematologist. 
Ordinarily in cases of this sort one would expect 
make a diagnosis and to establish the prognosis on 
the basis of the histologic section. I think that in this 
ise the diagnosis can be established on that basis, but 


Ihe prognosis cannot be made from the section alone. 


Drs. Montgomery and Broders thought that this was a 
erade 1 hemangioendothelioma. I believe that the clini- 

picture, however, gives the prognosis more accu- 
rately. In the three weeks that we have observed the 
patient the tumor has progressed rapidly. While the 
lesion at the original site on the scalp and forehead is 
rm and flat, the areas more recently involved are soft 


and more proliferative. I think that this is a hemangio- 


ndothelioma which presumably is becoming more 
malignant in the course of time as it invades new 
territory. 


Sarcoid (Boeck). Presented by Dr. Davin V. OMENS 
and (by invitation) Dr. HAarotp D. 


F. K., an American aged 52, working on an assembly 
machine, presents on the left cheek at the nasal junction 
n irregular-shaped elevated plaque of the size of a half- 
lollar and of a smoky or slightly purplish color, the 
infiltration of which extends down to involve the entire 
lepth of the tissues. This lesion has been present for 
hout six months and is devoid of subjective sensation. 
The family history was negative. The Kahn reaction 
i the blood was negative. The Mantoux reaction was 
strongly positive with a 1: 1,000 dilution. 

The histologic examination revealed a dense infiltrate 
' the entire corium, sharply defined at the reticular 
ayer; this infiltrate was composed of epithelioid cells 
ensely packed about the blood vessels with a tendency 

form cell nests or tubercles and scarcity of giant 
The epidermis was normal except for effacement 
{ the interpapillary prolongations. 


1 
Cus. 


DISCUSSION 


Dr. S. W. Becker: I have seen this type of lesion 
several times. It has also been discussed with the 
vathologists in our seminars. I have always wanted 

consider this some type of benign lymphocytoma, and 
ach time I have been deterred by the statement that 
tis possible to have a lymphocytic tubercle; hence the 
yatient may present some form of tuberculosis with this 
tremendous lymphocytic infiltrate. I have read in the 
terature little relative to benign lymphocytoma. I do 

t believe that one can make a diagnosis of sarcoid on 
the microscopic section. 

Dr. RuBEN NoMLAND, Iowa City: I have seen 2 or 
3 cases that I believe were cases of lymphocytomas. 
he characteristic features of lymphocytoma are the 
‘tremely small dark-staining lymphocytic cell and the 
ccurrence of the dark staining in large circumscribed 
‘reas, which are not at all like the features in this 
ase. I do not believe that this is a lymphocytoma. 
| agree with the diagnosis of sarcoid, though it is far 
irom typical. 


TRANSACTIONS 


Dr. M. R. Caro: I thought that histologically and 
clinically this case was much like that of a patient 
whom I presented before this society eleven years ago 
with an erroneous diagnosis of lymphatic leukemia 
(Lymphatic Leukemia of the Skin, ArcH. Dermat. & 
SypH. 26:522 [Sept.] 1932). I say erroneous because 
the lesion disappeared after treatment with roentgen 
rays and did not recur. That patient did not have the 
blood picture of leukemia, and his lesion was probably 
a lymphocytoma. In the present case the histologic 
picture does not show any formation of epithelioid cell 
tubercles, and I am unable to make the diagnosis of 
sarcoid. I think that this is a lymphocytic type of tumor. 


Localized Myxedema. Presented by Dr. J. H. 
MITCHELL and (by invitation) Dr. F. W. Herreen. 


W. O’G., a white man aged 46, first noticed changes 
in the lower extremities one year ago. Redness appeared 
on both legs; this was followed by swelling, and later 
small tumor-like masses appeared. The patient had a 
thyroidectomy three years ago. Following the opera- 
tion there was a gain in weight of 80 pounds (36.3 Kg.) 
over a period of six months. Then weight gradually 
diminished until now the patient weighs 145 pounds 
(65.8 Kg.), which is 55 pounds (24.9 Kg.) under the 
maximum postoperative peak. 

He now shows a solid edema of both legs. Firm 
elastic nodules varying in size from that of a pea to 
that of pigeon’s eggs are seen. These nodules are 
elevated and of somewhat waxy and translucent appear- 
ance. A decided exophthalmos is present. When a 
specimen for biopsy was taken with a punch, mucinous 
material exuded from the wound. The histologic exam- 
ination showed a decided infiltration with paramucin. 


DISCUSSION 


Dr. F. W. Lyncu, St. Paul: This case is certainly 
a characteristic example of localized myxedema, which 
typically presents as a papular and nodular eruption 
on the legs. It may be recalled that lichenoid eruptions 
are occasionally observed, and in at least 1 case there 
was reported a generalized papular eruption. 

Dr. L. H. Winer, Minneapolis: We have treated 
some of these patients by the application of an ace 
bandage followed by an Unna paste boot. 

Dr. S. RorHMaAN (by invitation): Presenting a pa- 
tient here a year ago (ArcH. DeRMAT. & Sypn. 46: 
321 [Aug.] 1942), I mentioned that there is a certain 
analogy between localized myxedema and exophthalmos. 
Both develop in connection with thyrotoxicosis, and 
neither is influenced by thyroidectomy. It has been 
assumed that exophthalmos may be due to the activity 
of the thyrotropic pituitary hormone, and it seems to 
me that it would be worth while to make a titration of 
the thyrotropic hormone in the urine in this character- 
istic case. I think it is a safe statement that localized 
myxedema has nothing in common with the generalized 
myxedema of hypothyroidism. 

Dr. 


Coccidioidomycosis. Presented (by invitation) 


A. B. HENNINGSEN. 

C. B., a 30 year old white man, had worked as a 
switchman in Arizona for six weeks about a year ago. 
Ten months ago he began to have cough, greenish 
yellow sputum, bilateral pain in the chest and swollen 
cervical lymph nodes. However, there was no erythema 
nodosum. Eight months ago he began to have hemop- 
tysis, vomiting and a few granulomatous cutaneous 
lesions irregularly disseminated over the surface of the 
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Fig. 2.—Biopsy of cutaneous lesion of coccidioidomycosis, showing a giant cell containing organism wit! 


double-contoured wall and endospores. 
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x 1140. 


Fig. 


3.—Coccidioidomycosis. 
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ly. Headaches have occurred occasionally for more 
han one year. The patient received roentgen ray treat- 
nts to lymph nodes at a clinic elsewhere. 


Three months ago a biopsy specimen sent to the 
‘niversity of Chicago was diagnosed as coccidioidomy- 
is (fig. 2). 
rhe patient has been in the Albert Merritt Billings 
[ospital two and one-half months in the chest depart- 
nt of Dr. R. G. Bloch. 
[he physical examination revealed cherry-sized no- 
les with a granulated surface at the base of the neck, 


the wall of the chest and on the extremities. The 
fiver descends 3 fingerbreadths on inspiration. 
The blood count was within normal limits. The 


hirine was normal. The sedimentation rate had been 
wlevated as high as 120 mm. per hour. Roentgenologic 
-xaminations showed infiltrates in the subapical areas 
and in the right upper medial pulmonary field and mul- 
tiple osteolytic lesions in the skull, right olecranon re- 
gion and pelvis. The spinal pressure was 180 mm. of 
ater; the fluid contained 73 cells. The colloidal gold 
curve was 5555322100, and globulin was present. A 
culture of sputum was positive for Coccidioides immitis. 
Coccidioidin tests with concentrations as high as 1:5 
elicited negative reactions until October 15, but faintly 
positive reactions were elicited with dilutions of 1:10 
iiter October 18. 

The treatment consisting of weekly subcutaneous in- 
jections of increasing doses (0.05 to 0.15 cc. in iso- 
tonic solution of sodium chloride) of autogenous coccid- 
wides vaccine prepared according to the method of 
acobson (Jacobson, H. P.: Immunotherapy for Coccid- 
joidal Granuloma: Report of Cases, ArcH. DERMAT. 
& SypH. 40:521-540 [Oct.] 1939) has produced no 
decided improvement. 


Che diagnosis is coccidioidomycosis with involvement 
ot lungs, bones, meninges and skin. 
A photomicrograph and roentgenogram are presented. 


Monocytic Leukemia with Involvement of the 
Skin (Patient Deceased). Presented by Dr. 
THEODORE CORNBLEET and Dr. M. H. EBsenrt. 


A. L., an Italian woman aged 50, was admitted to 
the Cook County Hospital about two weeks ago, giving 
2 history of having had an infected tooth removed three 
veeks previously followed in a few days by regional 
idenopathy and generalized eruption. 

The lesions consisted of deep-seated nodules and 
papules which were skin color to slightly brownish. 
They were discrete and showed no evidence of itching. 
They did not break down. 

Examination of the blood showed: hemoglobin con- 
tent, 37 per cent; erythrocytes, 1,970,000, and leukocytes, 
9000, with a differential count of 2 per cent poly- 
morphonuclears, 11 per cent lymphocytes, 48 per cent 
monocytes, 9 per cent histiocytes and 30 per cent blast 

lls. The platelets were decreased in number. 

Roentgenologic examination of the mandible showed 

thing abnormal. The urine gave a 2+ reaction for 
albumin. The nonprotein nitrogen level of the blood 
vas 46 mg. (normal 25 to 35 mg.) per hundred cubic 


centimeters. The Wassermann and Kahn reactions were 
negative. 
The patient’s course was rapidly downhill and she 


lied three weeks after the known onset. 
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MINNESOTA DERMATOLOGICAL 
SOCIETY 


S. E. Sweitzer, M.D., President 
H. A. Cummine, M.D., Secretary 
St. Paul, Dec. 


3, 1943 


A Case for Diagnosis (Pemphigus Vulgaris? Der- 
matitis Herpetiformis?). Presented by Dr. JouNn 
F. MaAppEN, St. Paul. 


J. N., a man aged 80, states that an eruption ap- 


peared on the lower extremities in May 1943. The 
lesions started as extremely itchy vesicles. He was 
admitted to Ancker Hospital in September 1943, 


when he had a generalized eruption which was more 
profuse on the shoulders, around the waistline and on 
the buttocks and lower extremities. This consisted of 
hyperpigmentation and scarring, associated with an oc- 
casional small vesicle. A new crop of lesions appeared 
in October 1943, which was characterized by large 
solitary bullae, some of which became the size of an 
egg. These lesions ruptured and left a denuded sur- 
face. Most of the skin of the lower extremities was 
involved, with an occasional lesion on other parts of 
the body. Oppenheim’s acetarsone treatment was 
started in November 1943. After forty-eight hours of 
this treatment, the patient became mentally confused 
and the eruption became much worse. The bullous 
lesions extended to other parts of the cutaneous surface 
and appeared for the first time on the face. Use of 
acetarsone was discontinued, and no treatment was 
given for two weeks. There was little change in the 
eruption. On Nov. 15, 1943, administration of 0.5 Gm. 
of sulfapyridine four times a day was started. The 
eruption showed great improvement within the first 
week. The Wassermann reaction of the blood was 
negative. Results of laboratory examinations were 
normal except for 20 per cent eosinophils in the blood 
and 60 per cent in the fluid from the bullae. 


DISCUSSION 


Dr. H. E. MicuHetson, Minneapolis: I believe that 
dermatitis herpetiformis and pemphigus are different 
diseases and that when one speaks of dermatitis herpeti- 
formis changing into pemphigus one has merely made 
a mistake in the first diagnosis. 

Dr. STEPHAN Epstein, Marshfield, Wis.: I, too, 
agree with the diagnosis of pemphigus, but I do not feel 
as sure as Dr. Michelson that pemphigus and dermatitis 
herpetiformis are two different diseases, because I have 
observed a number of cases which impressed me as 
typical cases of dermatitis herpetiformis and which 
ended fatally as pemphigus. Not long ago I treated 
an old woman with what clinically appeared to be 
typical Duhring’s disease. Dr. Louis Brunsting saw 
this patient a few weeks later and agreed with the diag- 
nosis. Several months later, the patient’s condition 
turned into typical pemphigus foliaceus with fatal out- 
come. 


As far as I remember, the older French school con- 
sidered pemphigus foliaceus an end stage of both der- 
matitis herpetiformis and pemphigus vulgaris. I, too, 
have a feeling that the two diseases may be etiologically 
the same—the one representing the milder and the other 
the more severe form. 

Dr. H. E. Micnetson, Minneapolis: I should also 
like to ask about the use of potassium iodide. It has 
been said that when the proper ointment is used reac- 
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tions are of diagnostic value. This has been particularly 
emphasized by Dr. Jessner, who is now in New York. 

Dr. STEPHEN Epstein, Marshfield, Wis.: In regard 
to Dr. Michelson’s question, I can only confirm Jessner’s 
observation at the clinic in Breslau. The important 
thing about the potassium iodide reaction is that it is 
negative in cases of pemphigus. However, it is not 
always, and especially not at all times, positive in 
cases of dermatitis herpetiformis. Unfortunately, I can- 
not say anything about my clinical material in Marsh- 
field because I have not been able to carry out the tests 
according to Jessner’s rigorous specifications. 

Dr. Paut A. O'Leary, Rochester: I have never seen 
a patient for whom an unequivocal diagnosis of derma- 
titis herpetiformis had been made eventually acquire 
pemphigus; nor have I seen a patient with classic 
pemphigus subsequently acquire Duhring’s disease. For 
the patients I have observed in whom such a transition 
has occurred, the diagnosis of one or the other disease 
was questionable when the case was first seen. Some- 
times a diagnosis of dermatitis herpetiformis is made 
not only because the morphologic picture on the day 
of examination is suggestive of that disease but because 
it is hoped that the patient will be saved the ordeal of 
having pemphigus. At a recent dermatologic meeting, 
in November, 6 patients with pemphigus were reported 
as having been unsuccessfully treated with penicillin. 

Dr. L. H. Winer, Minneapolis: In European clinics 
I have observed chronic benign pemphigus considered 
as a dermatitis herpetiformis. 


A Case for Diagnosis (Ichthyosis? Darier’s Dis- 
ease?). Presented by Dr. JoHN F. Mappen, 
St. Paul. 


R. G., aged 6 years, has had a generalized dry scaly 
eruption for the past three years. He was first seen at 
the Ancker Hospital in March 1943. At that time the 
entire skin was dry and scaly. The eruption was more 
severe around the neck, in the axillas and popliteal 
spaces and on the elbows and buttocks. The patient was 
given 100,000 U. S. P. units of vitamin A daily and 
was advised to use equal parts of an oxycholesterol- 
petrolatum ointment base (Aquaphor) and water on the 
skin. The eruption has disappeared except for slight 
thickening and scaling on the neck, in the axillas and 
popliteal spaces and on the elbows and buttocks. 


DISCUSSION 
Dr. L. H. Winer, Minneapolis: Histologic sections 


show follicular hyperkeratosis; the eruption looks like 
ichthyosis simplex. 


A Case for Diagnosis (Gumma?). Presented by 
Dr. JoHN F. Mappen, St. Paul. 


C. C., a man aged 60, first noticed a sore throat in 
the spring of 1943. He had difficulty in swallowing 
and could eat only soft foods with ease. An ulcer ex- 
tended from the uvula to the left tonsil and onto the 
posterior pharyngeal wall. Although the ulcer has re- 
mained, the patient has been free from troubling symp- 
toms since June 1943. 

The patient was admitted to Ancker Hospital in 1943 
because of congestive heart failure, and the ulcer was 
found during his physical examination. It extended over 
the hard and the soft palate and had destroyed the 
posterior portion of the soft palate. The Wassermann 
reaction of the blood, reported from two different labora- 
tories, was negative. There is no history of anything 
that might be interpreted as a syphilitic infection. The 


Frei reaction was negative, and the Mantoux reaction 
was positive (4 plus). The white blood cell count wa; 
8,000; the differential count was: polymorphonuclear 
leukocytes, 68 per cent, lymphocytes, 24 per cent, an¢ 
monocytes, 6 per cent. A roentgenogram of the ches 
was normal. 
DISCUSSION 
Dr. H. E. MICHELSON, Minneapolis : Clinically, th: 
lesion seems to me to be a gumma. The microscopic 
changes are consistent with that diagnosis. 
Dr. L. H. Winer, Minneapolis: The microscopic sec- 
tion was a peculiar one because it was variable in 
different areas. In some places there was chroni 
granulation tissue; in others there was only leukoplaki 
and in still other places there was a suggestion o! 
epithelial proliferation. In view of the possibility of 
epithelioma, I should repeat the biopsy in a different 
area. 


Chronic Recurring Erysipeloid with Probable 
Phlebitis. Presented by Dr. joHN F. 
St. Paul. 


L. M., aged 37, states that he cut the interdigital web .;. 
between the middle and index fingers of the right hand[¢), 
on a steel box containing meat on June 13, 1943. The... 
right hand and forearm have been swollen and painfu No 
at intervals since the injury. A diffuse scaly derma-§ 
titis developed on the dorsum of the hand. 

The patient was seen on Nov. 13, 1943. The derma- 
titis was then comparatively mild, but the hand and 
forearm were extremely swollen. The patient has had 
a fever at intervals since the injury, the temperatur 
ranging from 99 to 101 F. It remains elevated i 
several days and then returns to normal. Then there i 
a recurrence of fever. This cyclic fever has been present 
since the injury. Occasionally there are lymphangitisfj £0! 
and axillary lymphadenitis. A roentgenogram of t! 
bones of the right hand and forearm showed no ab- 
normality. The Wassermann reaction was negativ 
The white blood cell count varied from 10,000 to 12,00 
Erythema nodosum developed during treatment wit 
sulfathiazole. A pitting edema of the dorsum of thi 
hand has been present, and occasionally there has bee: 
a pitting edema of the forearm, extending to the ell 


DISCUSSION 


Dr. Jonn F. Mappen, St. Paul: Injection of the 
sympathetic trunk has been tried in similar cases. The 
treatment has been successful. 

Dr. Cart W. Laymon, Minneapolis: There are thre: 
types of erysipeloid: first, the localized type, usuall} 
occurring on the hand after an injury; second, a mor 
disseminated cutaneous type, and, third, a type in whi 
the patient acquires arthritis and endocarditis whi 
may be fatal. I think that in view of the history and 
the characteristics of the lesions, this case fits in wit 
the cases of the second type, which Klauder ha‘ 
described in several publications. 

Dr. JoHN F. Mappen, St. Paul: The cutaneous 
lesions had healed before I saw the patient. Biops 
and culture of deep muscles were not made. 


A Case for Diagnosis (Drug Eruption?). Pre 
sented by Dr. JoHN F. Mappen, St. Paul. 

Mrs. K. N., aged 35, states that in January 1943 she 
noticed a dime-sized plaque over the sternum at th 
junction of the clavicles and one on the flexor surface 
of the right elbow. The lesions started as red papules 
which enlarged and became purple or violaceous. 1” 
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lesions were hard, painless and thick. They enlarged 
peripherally until they reached the size of a silver 


lar. In March 1943 the lesions began to clear in the 
ter and form rings. 


The patient was first seen in March 1943. At that 


time, the two original lesion were present and there 


re several smaller lesions on the face, trunk, arms 
nd legs. She has not taken drugs or medicine of any 


kind. She stated that she felt extremely tired, had 
fainting spells and had lost 4 pounds (1.8 Kg.). A 
roentgenogram of the chest showed some peribronchial 
infiltration and what appeared to be discrete calcified 


lules at the roots of the bronchi. This was inter- 
reted by the roentgenologist as a healed tuberculous 
The oral temperature was taken four times 
The Mantoux 
st elicited ‘an acute vesicular reaction. A differential 

od count showed 65 per cent polymorphonuclear 
‘ukocytes, 26 per cent lymphocytes and 9 per cent 

The Wassermann reaction of the blood was 
A biopsy slide was shown. Roentgen therapy 
as given to one of the larger lesions, with no appre- 
iable effect. The patient has had no other treatment. 
She noticed that the lesions would become swollen and 
itchy when she took sun baths during the summer. In 
November 1943 most of the lesions had disappeared but 
plaques remained over the sternum, on the right side 
f the neck and face and on the right forearm. 
DISCUSSION 

Dr. L. H. Winer, Minneapolis: She told me she took 
acetylsalicylic acid at times for headaches and colds. 
Dr. JoHN F. MAppen, St. Paul: This could not be a 
irug eruption because the lesions have gradually under- 
gone involution without exacerbations. Acetylsalicylic 
acid was taken at infrequent intervals, and the eruption 
lid not change at these periods. 


A Case for Diagnosis. Presented by Dr. Henry E. 

MICHELSON, Minneapolis. 

F. R., a white man aged 34, was first seen in the 
ermatologic clinic of the University of Minnesota Hos- 
pital on Nov. 23, 1943, complaining of swelling and 
red nodules of the left leg. He had injured the left 
testis nine years previously (1934). Subsequently, the 
patient had recurring attacks of swelling of the testis, 
persisting from two days to a month, depending on the 
kind of work done. Heavy work or jarring aggravated 
the condition. The last attack, preceding excision of 
the left testicle, occurred in August of 1942. Histologic 
section of the tissue was said to be normal, although we 
are unable to confirm this. The swelling of the leg 
was noted about five years ago and was associated with 
red nodules 3 to 4 cm. in diameter. These nodules 
resolved spontaneously in from two days to three weeks, 
leaving reddish brown pigmentary changes. During the 
past five years, the swelling of the leg has progressed 
and regressed two or three times each year but has 
never completely disappeared. Six months after the 
rchiectomy (February 1943) the patient noted that the 
‘welling had progressed to the upper leg; he also began 
‘to have lesions above the knee. The nodules have in- 
teased in number and frequency of occurrence since 
June, 1943. 

Serologic reactions for syphilis were negative. Blood 
‘ounts were within normal limits. The sedimentation 
tate was 32 mm. in one hour and 51 mm. in eighty 
minutes. The Mantoux reaction was positive. 
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Examination reveals a man with the left leg enlarged 
from the toes to the iliac crest. The measurements are 
as follows: Left 


Right 


Cm. In. Cm. 


Upper part of thigh... jars 126 58 147 
Lower part of thigh...... 96.5 45 114 
90 42 107 


Located on the anterior, lateral and posterior aspects 
of the middle and lower portion of the thigh are a few 
nodules, 1 to 2 cm. in diameter. Others have undergone 
involution, to leave only brown pigmented areas. None 
On the leg and knee are 

The active nodules are 


have disappeared completely. 
about two dozen similar areas. 
painful. 

On November 30, December 1 and December 2, block 
of the lumbar portion of the sympathetic trunk was 
performed by the neurosurgery division. 


DISCUSSION 

Dr. Paut A. O'Leary, Rochester: This is the clinical 
picture of what Dr. Montgomery and I have called 
nodular vasculitis. It is apparent from the discussions 
carried on by various members of the society while they 
were examining this patient that the disease is usually 
accepted as erythema induratum. In spite of the clinical 
similarity to Bazin’s disease, we feel that it is an entity 
unrelated to tuberculosis or, in other words, that it is 
not a tuberculid. These lesions occur primarily in 
patients who give a history of phlebitis either following 
childbirth, surgical procedures on the abdomen, typhoid 
or pneumonia or severe and extensive injury to a leg 
or the legs. Tuberculids elsewhere and scars of former 
tuberculous adenitis are not found. Although the ulcers 
may be on the posterior aspect of the lower third of 
the leg, they may be scattered on other parts of the 
limb as well, and the classic contractures of the scars 
of Brazin’s disease are not present. Of even more im- 
portance, the histologic picture is that of a vasculitis 
in that both the arterial and the venous vessels are 
involved and tuberculoid structure is conspicuously 
absent. Treatment with rubber supportive bandages, 
which are now unobtainable, heals and prevents recur- 
rence of the ulcers. 


A Case for Diagnosis (Lupus Vulgaris? Sar- 
coid?). Presented by Dr. Joun F. Mappen, St. 
Pav!. 

F. H., aged 55, states that approximately thirty years 
ago the anterior cervical lymph nodes became enlarged 
and discharged purulent material. During the following 
year, the nodes were resected on two different occasions. 
The surgical wound did not heal and continued to dis- 
charge pus for many years. An eruption appeared 
around the surgical wound on the left side of the neck 
in 1929. In 1934 the eruption consisted of an irregular 
superficial patch covering the left side of the neck. The 
border contained glass pinhead-sized apple jelly-like 
papules. The central part of the patch showed atrophic 
scarring with occasional pea-sized ham-colored papules 
scattered throughout. This eruption was diagnosed as 
lupus vulgaris, and was treated locally with actual cau- 
tery. The patient was given a salt-free diet. The erup- 
tion improved. 

In 1937 the patient complained of pain in the right 
shoulder. A diagnosis of tuberculosis of the right 
shoulder joint was made. An operation was performed 
on the joint, and the shoulder and arm were put in a 
cast. Several months later the cast was removed. An 
eruption was present on the skin of the left shoulder 
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and right side of the chest, and lesions were found on 
the scalp and face, as well as the site on the neck. 
Lesions appeared on the buccal mucosa, and.an ulcer 
appeared on the tongue. 

In 1940 the patient was admitted to the hospital be- 
cause of progressive swelling of the abdomen. This 
was found to be due to ascites. The fluid was removed, 
and has not recurred. The cause of the ascites was 
not found. Many inoculations of guinea pigs over a 
period of years have not confirmed the diagnosis of tu- 
berculosis. Tubercle bacilli were not found in the ascitic 
fluid, and tubercle bacilli were not recovered from 
guinea pigs inoculated with the ascitic fluid. Repeated 
roentgenograms of the chest showed accentuation of 
pulmonary markings but no definite evidence of tubercu- 
losis. The Wassermann reaction of the blood was nega- 
tive. Many examinations of the sputum did not reveal 
tubercule bacilli. The Mantoux test elicited a 2 plus 
reaction in May 1934 and a 3 plus reaction in May 1943. 
Biopsies were performed on the skin and the ulcer of 
the tongue, and a nodule was removed from the right 
elbow for biopsy. 


DISCUSSION 


Dr. Paut A. O'Leary, Rochester: I suggest the 
injection of 15 per cent starch acetate and 2 per cent 
benzyl alcohol in aqueous solution into the nodules 
as suggested by Kyle. It would take a long time to 
make injections into all the areas involved, but it might 
well be tried on the lesions not covered by the clothing. 

Dr. STEPHAN EpsteIn, Marshfield: To summarize 
the history, thirty years ago this man had what probably 
was a scrofuloderma of the neck. In 1929 lupus vul- 
garis of the-face appeared; in 1937 he had tuberculosis 
of the shoulder, and in 1940 ascites was noticed. 

The eruption of the face is typical lupus vulgaris with 
central scarring and recurrent nodules. The eruption 
ot the arm certainly is not typical sarcoid, but it is not 
lupus vulgaris, either. There is something special about 
it which is hard to describe. There is, I may say, a 
shower of lesions; the individual plaques are not scaly ; 
there is no central scarring; the involution is more 
gradual and uniform, and the color is more brownish. 
Microscopically, there is the same dilemma: Some 
specimens present typical lupus vulgaris and others 
could be well interpreted as sarcoid. I have the impres- 
sion that these lesions may be lupus vulgaris undergoing 
transition into Boeck’s sarcoid. This case interests me 
especially because in my experience such a transforma- 
tion of the clinical picture is an ominous sign. I recall 
3 similar instances which I saw in Breslau. Typical 
lupus vulgaris of long standing turned into sarcoid clini- 
cally and microscopically. At that time in 1 of these 
patients a tuberculous infection of the hip developed, 
and the patient died from a specific meningitis. In 
another active tuberculosis of the lungs developed from 
which he died a few years later. Therefore, the prog- 
nosis in this case does not seem good to me. 

Dr. H. E. Micuetson, Minneapolis: I feel certain 
that this patient has lupus vulgaris, and the diagnosis 
is made largely on the clinical observations. The im- 
portance of a tuberculin reaction is not great enough to 
overrule the characteristic clinical conditions. 

Dr. C. W. Laymon, Minneapolis: I want merely to 
report that we sent sections to Dr. Montgomery, who 
said that some were consistent with a diagnosis of sar- 
coid while others showed a picture of lupus vulgaris. 
He felt, however, that lupus vulgaris was the more 
likely diagnosis. 


A Case for Diagnosis (Necrobiosis Lipoidica Dia 
beticorum? Gangrenous Pyoderma of th 
Legs?). Presented by Dr. JoHN F. MADDEN, St 
Paul. 

Mrs. F. F., aged 52, stated that varicose veins ha 
become painful and her legs had been edematous sit 


1931. Varicose ulcers appeared on both legs and werd§., 


treated until 1936. The ulcers continued to enlarg: 


The patient was confined to bed for five continuous, 


months in 1936. As soon as she was up and around 
the ulcers again broke down. In 1938 a bilateral liza. 
tion of the saphenous veins was performed, withou 
noticeable improvement. In August 1943 she started t 
use sulfur salve and the lesions became much wors 
When she was seen on Nov. 15, 1943, there were acute 
gangrenous ulcers. varying in size from that of a pea 
to that of an orange, extending from the feet to above 
both knees. Several years ago the patient was told that 
she had diabetes, but this was not confirmed at the tim: 

There are several plaques on the lower third of th: 
thighs, varying from the size of an olive to one approxi 
mately 3 inches (7.5 cm.) long and % inch (1 cm.) wick 
These lesions have yellow centers and pink erythematous 
borders. At the present, there are sugar and aceton 
in the urine. The blood sugar level is 355 mg. per 
hundred cubic centimeters. The oral temperature ha: 
been normal. There has never been evidence of phlebitis 
The Wassermann reaction of the blood has beer 
negative. 

DISCUSSION 

Dr. Paut A. O’Leary, Rochester: It would seen 
that the entire process can best be explained on th 
basis of a stasis plus neglect. The history of phlebitis 
obesity, varicosities, ligation of the saphenous veins 
and secondary infection would account for the extensiv: 
ulcerations. No doubt the diabetes has added to th: 
vascular insufficiency, but I see little to support th: 
impression that the patient might have necrobiosis lipoi- 
dica diabeticorum. 

Dr. C. W. Laymon, Minneapolis: I think that Dr 
O’Leary is certainly right about the vascular situation 
It must also be considered that the patient is diabeti 
In 1 case of necrobiosis lipoidica diabeticorum reported 
by Balbi there was ulceration almost as extensive as i! 
this case. There is no denying that the histopathologi 
changes are consistent with a diagnosis of necrobiosis 
I am not certain that the latter is not a good diagnostic 
possibility. 

Dr. L. H. Winer, Minneapolis: I agree that clini- 
cally the lesions look like necrobiosis lipoidica diabeti- 
corum, but on examination of the tissue under th 
microscope J] think that it is something other than 
necrobiosis lipoidica diabeticorum because the subcu- 
taneous fat has a dense inflammatory cell infiltrat 
consisting of lymphocytes and plasma cells. The endo- 
thelium of the blood vessels shows proliferation that 
can be seen in nodular vasculitis, a fact to which Dr 
O'Leary called attention at a previous meeting. Micro- 
scopically I cannot agree with the diagnosis of necro- 
biosis lipoidica diabeticorum. I should consider this 4 
case of nodular suppurative vasculitis. 


Pemphigus Erythematosus (Senear-Usher?). Pre- 
sented by Dr. C. W. Laymon, Minneapolis. 


E. S., a white man aged 60, acquired an eruption 0! 
the left cheek and scalp in August 1040. When first 
observed, he presented several crusted lesions on the 
left cheek and scalp which resembled impetigo. There 
were no bullae at that time. In January 1940, definite 
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llae were observed on the face and presternal areas, 
1s well as erythematosquamous patches which resembled 

orrheic dermatitis on the nose and cheeks. Since 

it time, the patient has never been entirely free from 

ions, although there have been periods of relative 

provement. He has received arsenic in the form of 

tarsone, arsenous acid (asiatic) pills and trypar- 
.mide and neoarsphenamine, as well as sulfathiazole 
rally and recently germanin intravenously. None of 

se medicaments nor ultraviolet and roentgen irradia- 
tion have been of much avail. The general health has 
een good. Examination at this time (November 1943) 
hows several denuded and crusted areas on the cheeks 
and scalp. 

DISCUSSION 

Dr. C. W. Laymon, Minneapolis: This patient has 
ad lesions which resembled seborrheic dermatitis in 
the presternal region but has had actual bullae in this 
irea as well as on the face and scalp. Treatment has 
een of no avail. 

Dr. Paut A. O'Leary, Rochester: The possibility of 
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the toe when acutely swollen is painful. 


proved, 


Hinton reaction on Oct. 29, 1943 was positive. 


Rave 


squamous cell epithelioma struck me. Dr. Pusey 
alled them “wet epitheliomas,” lesions which develop 

a seborrheic keratosis and are resistant to roentgen 
The possibility of pemphigus also seemed 
arranted, especially a “chancre” of pemphigus, which 
present for many months before cutaneous 
esions develop. 


NEW ENGLAND DERMATOLOGICAL 
SOCIETY 


Jacop H. Swartz, M.D., President 
Francis M. THurmon, M.D., Secretary 


Boston, Dec. 8, 1943 


Gout. 


W. C., an unemployed white man aged 65, presents 
: lesion of the left great toe of thirteen years’ duration. 
The patient complains of attacks of pain and swelling 
{ the toe. Ulcers frequently form, especially on the 
lantar aspect. Three years ago a draining ulcer de- 
veloped near the end of the toe on the plantar aspect, 
nd this ulcer has never completely healed. The ulcers 

themselves have been practically painless, although 
He was a 
atient at the Danvers State Hospital from 1928 to 
1939 for alcoholic psychosis and was discharged im- 
Examination shows the left great toe greatly 
vollen, bright red and tender. <A healing nonpainful 
und punched-out ulcer approximately 1 cm. in 
meter is present on the plantar aspect of the termina! 
halanx. 

The urine was normal. The Wassermann reaction 
the blood on July 12, 1928 was negative, but the 
The 
erebrospinal fluid was normal. The uric acid content 
i the blood was 3 mg per hundred cubic centimeters. 
Roentgen examination revealed narrowing of the joint 
pace between the first and second phalanges, punched- 
ut areas, rarefaction of the base of the terminal phalanx 
nd erosion of part of the joint line. 


Presented by Dr. BERNARD AppeL, Lynn, Mass. 


DISCUSSION 


De. Francis P. McCartuy, Boston: The patient 
a history that he was a light eater and a moderate 
tinker of alcohol. He has chronic edema of the left 
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leg. Both legs are cold and present evidence of ad- 
vanced arteriosclerosis. Little if any pulse can be felt 
in the dorsalis pedis arteries. The roentgenogram of 
the toe showed a slightly chronic arthritic condition 
without deposits of gouty tophi. There is an elephantiasis 
of the toe which suggests a chronic lymphangitis rather 
than an arthritic process. The skin is dark red, and 
there is decided thickening of the nail plate. I could 
not make a diagnosis of gout, because the lesions seemed 
to more a cutaneous and subcutaneous chronic 
lymphangitis. If it were not for the duration of the 
disease, one might consider moist gangrene; but there 
is no apparent interference with the outflow of the 
venous circulation. 


be 


Dr. WiLtiAM P. BoarpMAN, Boston: I cannot quite 
agree with what Dr. McCarthy said about the circula- 
tion and the alcohol. The patient was in an institution 
for alcoholism for quite a while—if I am not mistaken, 
for alcoholic psychosis. I thought the dorsalis pedis 
artery was easily palpated. The right ear did not show 
what I should call a tophus, but there was a little scaly 
and eroded lesion. I wonder if there has been a tophus 
which was removed. I thought gout was the best 
diagnosis. 

Dr. WaLTER T. I should like to 
register my vote against gout. It did not seem to me 
there was enough destruction of bone and deposit of 
uric acid to account for gout in the length of time the 
patient has had the disease. I do not know what the 
attack was that he had eighteen years ago, but that 
cleared and has not returned. I think the present dis- 
ease is a chronic inflammatory condition due to some 
low grade pyogenic infection. 

Dr. C. Guy Lane, Boston: I do not believe that 
this man has gout. Does one see an actual ulceration 
in gout? I do not know that I have seen a case of 
gout with ulceration before. I am more willing to agree 
with a diagnosis of a chronic lymphangitis or syphilis 
than I am with a diagnosis of gout. Dr. Boardman 
raises the question of the patient’s ears. I looked at his 
ears with a great deal of interest—particularly the right 
ear. In answer to a question, I found he had previously 
been a prize fighter, so I lost interest in his ears. 

Dr. Francis M. THurmon, Boston: I looked for 
tophi in this man’s ears and could find none. I have 
seen a few patients with tertiary syphilis whose great 
toes have been similarly involved and whose response 
to ordinary chemotherapy has not been that which was 
desired but whose response to fever therapy has been 
excellent. This is a chronic inflammation, and I do 
not see why the etiologic factor could not be syphilis. 

Dr. Bernard AppeL, Lynn, Mass.: I felt as Dr. 
McCarthy was describing the case so well that he was 
giving a fine textbook and clinical description of gout. 
I presented this patient principally for two reasons: 
first, as a sort of nostalgic reminder of the epicurean 
days before red and blue ration stamps and, second, as 
an example of the fact that dermatologists are not 
totally unaware of the existence of general medical 
problems with dermatologic manifestations. When I 
first saw this patient, my impression was that the entire 
eruption was caused by syphilis, and at that time the 
ulcer which he had was much deeper. The ulcer itself 
was actually nontender and painless, but the entire toe 
has at all times during the acute phases been extremely 
painful, hot and tender. It is possible that the patient 
may have answered a question as to the pain inaccurately 
or given an incorrect impression because of the numer- 
ous occasions on which I queried him to differentiate 
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between the pain in the ulcer itself and the pain in the 
big toe. The reason I made such a great point of it 
was that I had in mind at one time a neurotrophic ulcer, 
such as occurs with tabes or syringomyelia. 

As to this particular man’s alcoholism, he spent 
approximately ten years in the Danvers State Hospital 
for alcoholic psychosis. To sum up, the chronicity, the 
location of the pain, the type of attacks and the roent- 
genograms, which [| feel show clearly those small areas 
of rarefaction just below the articular surfaces of the 
first and second phalanges of the big toe, are all 
characteristic of gout. 


Multiple Gummas, Healed; Ununited Fracture. 
Presented by Dr. WaLteR T. GARFIELD, Boston. 


A. B., a white American housewife aged 45, presents 
an unuited fracture of both bones of the left leg. The 
injury was sustained in December 1942. During the 
following seven months these fractures failed to unite. 
In September 1943 there developed gummatous lesions of 
the skin and a diagnosis of syphilis was made. With 
the institution of treatment for syphilis, both the cu- 
taneous and the osseous lesions healed. 

The Hinton reaction of the blood was positive. 
received eight intravenous treatments with a trivalent 


She 


arsenical compound. 
DISCUSSION 


Dr. BERNARD APPEL, Lynn, Mass.: I saw this patient 
in consultation in the ward prior to the appearance of 
cutaneous lesions. The surgeon requested my opinion 
as to the association of syphilis and lack of union of 
the fractures. I felt that probably her latent syphilis 
of many years’ duration did not play much of a part 
in the failure of union. This opinion was based princi- 
pally on what I felt was an accepted fact in this respect. 
Much to my enlightenment, I recently discovered that the 
surgical service instituted treatment for syphilis and 
prompt healing of the ununited bones followed. This 
case has another interesting phase. After development 
of the gummas, one of these lesions was diagnosed 
clinically as a cancer of the skin, for which the patient 
received radiation therapy. I subsequently saw her in 
the syphilis outpatient department, not for the lesion, 
which was being treated with radium, nor for the un- 
uited fractures but for the other lesions which had 
developed. One reason for presenting her today was 
the fact that it has occurred to me that during the 
past few years there has been a dearth of cases of 
syphilis discussed at the society meetings. Since the 
institution of the new type of drugs, syphilis promises 
to become a “vanished disease.” I therefore hasten to 
call to attention some of these cases before they dis- 
appear so rapidly that one forgets about them. 

Dr. G. MARSHALL CraAwForD, Boston: I think that 
Dr. Appel’s original opinion is correct. In the majority 
of cases of syphilis, active or latent, it is of secondary 
importance as a cause of failure of the union of bone. 
In this case it was obviously not latent, as thought at 
first, but was, in fact, active at that time. 


Tertiary Syphilis; Gumma; Neurosyphilis. Pre- 


sented by Dr. WALTER T. GARFIELD, Boston. 


B. L., a white American housewife aged 55, had 
“varicose ulcers” on the right leg for twenty years. 
She was admitted to the Boston City Hospital one year 
ago, with a large circular ulceration of the right leg, 
osteitis and periostitis of the right tibia. These entities 
have improved during the period of hospitalization. 
The cutaneous lesion now is a large, cufflike, circular 
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ulceration with a clean granulating base. There are 
healing epithelial edges on different ulcers of the right 
leg, which are % to 2% inches (1 to 6 cm.) in diameter 
The leg is edematous. There are multiple flat scars 
scattered over the entire trunk, particularly on the back 
and arms. 

In December 1942 the Hinton reaction of the blood 
was positive. The Wassermann and the Davies-Hintor 
reactions of the cerebrospinal fluid were positive. The 
colloidal gold curve showed a zone I reaction. In July 
1943, the Hinton and Wassermann reactions of the 
cerebrospinal fluid were negative and the cell coum 
showed 2 cells. The blood count and the urine wer 
normal. Treatment has comprised use of a trivalent 
arsenical, bismuth compounds and potassium iodide, 
Fever therapy with malaria has been used. Locally 
ultraviolet irradiation, moist dressings, powdered suli- 
onamide compounds and pinch grafts have been utilized 


DISCUSSION 


Dr. Francis M. THurmon, Boston: I recall 1 case 
of this type, that of a patient in the dermatologic clinic 
at the Boston Dispensary, in which the duration was 
not twenty years, as in this case, but, rather some six 
or seven years. The lesion defied all efforts to clear it. 
I referred the patient to Dr. E. Lawrence Oliver. He 
performed a biopsy; carcinoma was evident, and 
amputation of the leg followed. I should not be sur- 
prised if that were not a good procedure in this case. 

Dr. WALTER T. GARFIELD, Boston: I thought of 
that, too, and ordered a biopsy, but the specimen was 
lost and another has not been taken. It was months 
ago that I suggested that. 

I remember the case of a woman that I saw in the 
Long Island Hospital. She had had an ulcer of the leg 
She had a positive serologic reaction of th 


for years. 
blood, and she was treated for syphilis. The ulcer 
responded well at first but did not entirely heal. Later 


it retrogressed in spite of treatment. We did a biopsy 
and found carcinoma. 

Dr. Francis P. McCartuy, Boston: May I point 
out that Dr. Weidman years ago brought out the in- 
teresting fact that in cases of chronic ulcers one may 
take a biopsy at the periphery of the ulcer and get a 
pseudoepitheliomatous picture? One may get such a 
false picture unless multiple representative sections are 
obtained. Although a low grade epidermoid carcinoma 
may remain locally malignant for years, one should 
always have in mind the possibility of metastases t 
the regional lymph nodes. 


A Case for Diagnosis (Angioma? Kaposi’s Sar- 
coma?). Presented by Dr. WILLIAM Hit, Boston. 


H. G., a white Irish American man aged 57, un- 
employed, presented lesions of the face, neck and arms 
of five years’ duration. The lesions appeared without 
known cause. The patient states they have not changed 
materially in size or consistency. On the face, neck 
and arms there are bluish red angiomatous areas vary- 
ing from 1 cm. to 3 cm. in diameter. In the left 
cubital space, there is a lemon-sized tumor. Twé 
biopsies have been performed, the first reported as 
showing “granuloma, probably tuberculous,” and_ the 
other “a cavernous hemangioma.” Some of the lesions 
have been desiccated. 

DISCUSSION 

Dr. WALTER F. LeEvER, Boston: The specimen re- 
moved from the subcutaneous tumor located in the lett 
cubital space showed granulation tissue of the type 
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The same type of granulation 
issue can, however, be produced by other causes, such 
is the absorption of necrotizing tissue or of a foreign 

ly. Clinically, the question of tuberculosis does not 


need to be considered. 


Dr. C. Guy LANE, Boston: I think that this is 
It is well to point out the differ- 
‘e in the types of angioma which this patient has, 


namely, the usual and commonly seen pinhead red type 


and the larger-sized and grouped soft, slightly pur- 
lish larger vessels around the neck and face. In my 
pinion, they are all multiple angioma. 

Dr. J. HARPER BLAISDELL, Boston: Does Kaposi's 
lisease commonly appear on the ears, face or neck? 
Dr. Jacop H. Swartz, Boston: I saw the patient 
for the first time at the Soldier’s Home in Chelsea 
ind made two diagnoses: one was Kaposi's hemor- 
hagic sarcoma, and the other possibility, hemangio- 
ndothelioma, because the first lesion followed injury. 
fhe lesions varied, as Dr. Lane described them, from. 
small hemorrhagic lesions to subcutaneous nodules 
vithout color. They were present everywhere but par- 
ticularly on the face and upper extremities. I saw a 
similar case a few years ago. The pathologist reported 
the lesion as an angioma; I refused to accept this 
report and made further biopsies and finally got a 
athologic report of Kaposi’s hemorrhagic sarcoma. 
[hat particular patient had lesions in the mouth. The 
sions ordinarily demonstrated on the hands and feet 
t the beginning were not present but later appeared, 
9 that the original diagnosis was made on a picture 
nvolving the face and tongue. I believe that if the 
iopsies in this case are continued the diagnosis of 
Kaposi's hemorrhagic sarcoma will be confirmed. 


Parapsoriasis. Presented by Dr. JosepH GoopMAN, 


Boston. 


\. S., a white American woman aged 28, who worked 
s a secretary, presented a generalized eruption of ten 
years’ duration. Her skin has been dry since early 

ildhood and has become worse as she grows older. 
There has been chapping on the buttocks for at least 
‘en years. A blotchy redness of the skin, starting on 
the legs and slowly becoming generalized, has been 
resent for three years. The redness fades during the 
summer, the lesions at this time being scaly areas with 
: yellow tint. Examination reveals a generalized erup- 

n consisting of red scaly papules with interspersed 
‘reas of normal skin. Recently some of the lesions 
ave become slowly infiltrated. 

The urine is normal. The Hinton and Kahn reactions 
re negative. A blood count showed a hemoglobin con- 
‘ent of 100 per cent (Sahli), erythrocytes 5,100,000 and 
eukocytes 5,500. The differential count showed poly- 
morphonuclears 66 per cent, lymphocytes 26 per cent, 
arge mononuclears 7 per cent and eosinophils 1 per 
ent. A smear showed normal red cells and platelets. 
\ biopsy in November 1942 showed a “chronic derma- 
itis with atrophy,” and one in November 1943 showed 

hronic dermatitis.” 

Treatment has comprised administration of vitamin A, 
5,000 U. S. P. units daily, vitamin B complex and 
arious topical applications, all without improvement. 

DISCUSSION 
lk. J. Harper BLatspELL: I should like to offer a 
iacnosis of ichthyosis. This young woman has had 
this trouble for many years. She is of the red-haired, 
n-skinned, blonde type with inability to endure any 
mount of sunlight. Her skin is surmounted by a thin 
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type of scale, some of which are rather laminated. The 
eruption is not present on the hands or feet or in the 
axillas. It is better in the summer and worse in the 
winter. As far as I could see, there were no papules. 
It was a generalized squamous process. 


Multiple Epidermal Cysts. 
H. Swartz, Boston. 


Presented by Dr. J Acos 


M. J., a Syrian-American stitcher aged 25, complained 
of an eruption of the face, neck and tongue of four 
years’ duration. Small tumors were present posteriorly 
from the hair line of the scalp to the lower portion of 
the buttocks and anteriorly from the level of the eyelids 
down to the umbilicus. 

On examination a few large comedos are noted. 
Other lesions are flat and cone-shaped, are attached to 
the superficial layers of the skin and show a faintly 
yellowish tint. They are not tender and are slightly 
over 0.5 cm. in diameter. Some of the lesions have 
comedos in their surfaces. There are milia about the 
eyes and cheeks. There are a few warts on the neck. 

A biopsy of a lesion on the upper portion of the back 
showed “epidermal cyst.” The Hinton reaction of the 
blood was negative. The blood count showed a hemo- 
globin content of 12.7 Gm., and 8,000 leukocytes, of 
which 72 per cent were polymorphonuclears, 19 per cent 


lymphocytes, 7 per cent monocytes and 2 per cent 
eosinophils. 


DISCUSSION 


Dr. Francis P. McCartuy, Boston: In using the 
expression “epidermal cyst,” do you mean sebaceous 
cyst, commonly referred to as a wen? Were the lesions 
punctured to determine whether they contained sebaceous 
material ? 

Dr. WALTER F. Lever, Boston: I think that is a 
good suggestion. On microscopic examination the ex- 
cised lesion consisted of a round cyst bordered by 
epidermis and filled with material that could have been 
hyalin. 

Dr. Francis P. McCartuy, Boston: Single epi- 
dermal cysts are fairly rare. It would be interesting 
to know whether this patient has multiple epidermal 
cysts or sebaceous cysts. 

Dr. WALTER F. Lever, Boston: Clinically, the lesions 
of this patient could be called wens. Histologically, 
most wens are epidermal cysts and do not contain se- 
baceous structures. 

Dr. Francis P. McCartuy, Boston: Following sun- 
burn, the development of multiple cysts of the epidermis 
is an extremely unusual reaction. 

Dr. WALTER F. Lever, Boston: I believe that the 
lesions in this case are nevoid, that is, congenitally 
preformed, and that exposure to the sun had nothing 
to do with their appearance. 

Dr. Jacop H. Swartz: I saw this patient in my 
office and sent her to the Massachusetts General Hos- 
pital. She had at that time lesions which clinically 
were sebaceous cysts. Some had a central comedo. 
What I call sebaceous cysts are not sebaceous cysts 
unless they are lined with epithelium derived from se- 
baceous ducts; therefore the term “epidermal cysts.” 
For a cyst containing sebum with a comedo, to me the 
term “epidermal cyst” seems rather strange. However, 
I bow tg the pathologist, although I should prefer to 
call them sebaceous cysts. 

Dr. Francis P. McCartuy, 
light activate this eruption? 


Soston: Did the sun- 
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Dr. Jacop H. Swartz, Boston: Her eruption, as you 
know, has seasonal variations. Whether she was ex- 
posed to the sun during the summer, I do not know. 
At present more lesions are appearing. She wants to 
get rid of them. I would appreciate suggestions as to 
therapy. 

Dr. Mitprep Ryan, Brockton, Mass.: I saw an 
eruption similar to this about a month ago in a man 
who works tending a furnace. He had nodules on the 
right side of his neck. I saw him about a month later, 
and he then had lesions beginning on the left side of 
his neck. They had that same sort of central point 
which has been mentioned. I sent him to the hospital 
for roentgen treatment, and the roentgenologist said the 
lesions had diminished somewhat with a treatment of 
100 r. It seemed to me that they were cysts of the 
sweat glands. 


A Case for Diagnosis (Boeck’s Sarcoid? Para- 
psoriasis? Tuberculid? Urticaria Pigmen- 
tosa?). Presented by Dr. Frank B. COLLoren, 
Boston. 


L. M., a Portuguese-American housewife aged 31, 
presented an eruption of four and a half years’ duration, 
distributed bilaterally on the arms, neck, upper part of 
the chest, dorsa of the hands, and legs. After the birth 
of her first child, four and a half years ago, the patient 
noticed a small red spot on the right arm. There has 
been progressive appearance of similar lesions on the 
areas noted. There have been no subjective symptoms. 
Previous to the eruption, she had taken “Dr. Miles 
Nervine” (which, according to the label in 1941, con- 
tained 4% grains [0.2925 Gm.] of potassium and sodium 
bromide and % grain [0.033 Gm.] of ammonium bromide 
in each teaspoonful [4% ounce (3.75 cc.) ]) on many occa- 
sions. When she awakes in the morning, the arm 
appears normal, but the lesions reappear during the day. 
New lesions have developed in the past two weeks. 

Examination shows discrete, split pea-sized, brownish 
red, macular and papular lesions, some with indurated 
bases, distributed as previously indicated. After friction, 
the lesions are easily felt and the periphery becomes 
pinkish fer a noticeable period, as seen in urticaria. 
Dermographia can be demonstrated. 

Biopsy showed a chronic inflammatory process. There 
is a perivascular lymphocytic and plasma cell infiltration 
in the corium. Results of roentgen examination of the 
hands and chest were normal. The Hinton reaction of 
the blood was negative. Oral ingestion of calcium lac- 
tate and ascorbic acid gave no improvement. 


DISCUSSION 


Dr. G. MARSHALL CRAWFORD, Brookline, Mass.: One 
would desire to be as sure as possible that there was 
no history of ingestion of drugs in this case. The lesions 
on the chest especially suggest dermatitis medicamentosa. 

Dr. WALTER F. Lever, Boston: The biopsy did not 
show anything characteristic. Chronic inflammation was 
present. Another biopsy may be worth while. I thought 
first of sarcoid. 


Dr. WALTER T. GARFIELD, Boston: I thought the 
eruption resembled urticaria pigmentosa. There was 
the associated dermographia which frequently is present 
in urticaria pigmentosa. The lesions resembled those 
seen in very young persons with this disease, a fixed 
raised papular lesion. In the inactive phase, the lesions 
are more apt to be macular. In the first case that I 
presented at this society years ago the patient had 
urticaria pigmentosa with macular lesions of tan color 


DERMATOLQGY 


AND SYPHILOLOGY 

and there was decided dermographia. In this c 
there is a raised fixed lesion and also a raised dern 
graphia but not as pronounced as usually seen. 

Dr. C. Guy Lane, Boston: The patient speaks 
the lesions becoming elevated and red on scratching. 
is my feeling today that this is more probably urticari 
pigmentosa then anything else. I compared this case j 
my mind with 2 or 3 cases of sarcoid that have b: 
presented in which the eruption began with 
lesions. They were firmer and had more body tl 
these lesions have today. 

Dr. FrANK B. Boston: I saw this patier 
at the initial visit and two or three times subsequent 
It is notable that she had no itching. There was sli; 
induration in some lesions. I looked carefully 
secondary papular changes. I could find no atrophi 


sma 


~ 


macules which would suggest pigmented urticaria. Agmay 


second biopsy was done but has not been reported. 


A Case for Diagnosis (Lupus Erythematosus Dis, 
seminatus? Lupus Pernio?). Presented by Di 
BERNARD APPEL, Lynn, Mass. 


D. C., a white man aged 50, a baker, presented a 
eruption of five months’ duration on the chest, neck 
upper extremities and fingers. The onset was marke 
by an itching eruption on the temples and _posterio: 
surfaces of the ears which spread rapidly to involve th 
forehead and cheeks and thence down over the face an 
neck. A few weeks later, the arms and forearms wer 
involved. Approximately a month ago slightly tende: 
pink areas appeared on the hands, especially on the 
tips of the fingers. The lesions on the upper extremities 
face and neck are closely placed but discrete, fairly 
uniform, brilliant pinkish red macules approximatel 
0.5 to 0.8 cm. in diameter. They are covered with 
fine, barely noticeable scale. They are symmetric a! 
profusely distributed over the forehead, flush areas \ 
the face, neck, upper portion of the chest, arms 
forearms. On the palmar aspects of the fingers of bot 
hands, there are discrete and closely placed purplis 
smooth, sharply outlined infiltrated areas, approximate! 
5 mm. in diameter. 

A blood smear on Sept. 23, 1943, showed polymorp! 
nuclears 53 per cent, lymphocytes 40 per cent, eosinophil 
5 per cent and basophils 2 per cent. The Hinton reac 
tion of the blood four days later was negative. 0: 
October 9 a complete blood count showed the hem 
globin content 98 per cent (Sahli), erythrocytes 4,500, 
and leukocytes 4,800, with the following differential dis 
tribution: polymorphonuclears 42 per cent, eosinophil 
2 per cent, basophils 3 per cent, lymphocytes 40 per cent 
young lymphocytes 3 per cent, monocytes 9 per 
and unclassified cells 1 per cent. On December 9, thé 
sedimentation rate was normal. An examination of th 
urine on October 9 gave normal results. Seven intra 
venous injections of calcium gluconogalactogluconaté 


istered without material benefit. 


DISCUSSION 


Dr. J. HARPER BLAISDELL, Boston: I think that lupus 
erythematosus disseminatus appearing for the first time 
in a man of 50 is very unusual. This patient is much 
older than any I can think of at the moment. Also the 
question comes up as to the use of the word “dis 
seminated.” I associate with this word an eruption 0 
a distinctly inflammatory acute type in a sick persot. 
Here is a man in the best of health with the mos 
common sites of lupus erythematosus spared. He gives 
a history which goes back to the old-time idea that tht 
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iption comes on after sunburn. He worked in a 
«tory garden wearing a jersey. He was more or less 
<posed to the sun, to which he was not accustomed. 


Bis eruption appeared coincidentally with the exposure. 


t appeared not on his nose but on the sides of the neck. 
cing a baker, he works in a jersey. He is a super 
isor and is in contact with flour, cinnamon, sugar and 
various products of the baking industry and at 
arious times has considerable exposure to heat. In 
gard to his eruption, it appeared after use of some 
rt of fertilizer which was marked as “dangerous” or 
rritating to the skin. 
Dr. Francis M. THurmMon, Boston: The distribu- 
on, as Dr. Blaisdell has well brought out, was over 
e exposed parts, the neck bilaterally and the V neck 
fistribution at the sternoclavicular articulation. This 
occur in a man who has worked he has 
ith short sleeves and an open V neck jersey; it cer- 
iinly suggests a dermatitis venenata. I do not think 
disease is lupus erythematosus of the acute dis- 
minate type. Because of its persistence and long 
iration, it causes one to wonder if possibly there may 
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a secondary invader, a bacterium or a fungus or both 
continuation factors. 
Dr. Francis P. McCartuy, Boston: As ultraviolet 
vs are an activator of lupus erythematosus, as the 
istory indicates that this man was exposed to the sun 
nd as the skin of the face has established a reasonable 
jount of tolerance to ultraviolet radiation and any 
aces exposed for the first time, such as the neck and 
e arms, are more sensitive, I favor precipitation ot 
eruption by exposure to light as a reasonable ex- 
anation. The word “disseminated” I do not believe 
ild be used in this case. Another disease activated 
» the sun is pellagra. In the Canal Zone, many years 
zo, I noted that the distribution on the hands and 
rists was usually on the radial surface and appeared 
ith a characteristic symmetry. Since the eruption was 
tivated by exposure to sun of parts that are sensitive, 
e diagnosis of lupus erythematosus seems reasonable. 
Dr. Jacop H. Swartz, Boston: I am inclined to 
or the diagnosis presented, except that I should 
gest lupus erythematosus of subacute type rather 
an the acute type. He had a white blood cell count 
i4,800. I feel that this man is not out of danger. He 
ay come down with a complete picture of acute lupus 
rythematosus disseminatus. The unusual can happen, 
nd therefore I should keep him under observation and 
pect that he will show a typical picture especially 
he is exposed to the sun. He certainly showed the 
ssomotor changes that one sees in the acute and sub 
ite types. 
A vote was taken, and fourteen members favored th 
1gnosis of lupus erythematosus disseminatus.) 
Dr. BeRNARD APPEL, Lynn, Mass.: I accept Dr. 
artz’s amended diagnosis. I used my diagnosis in the 
of stirring up discussion. I feel this 1s some sort 
transitional type between the ordinary acute lupus 
ematosus and the disseminated type. I place a 
t deal of emphasis on the extent of the eruption 
nd on the recent development of those lesions on his 
In my opinion that is a grave prognostic sign. 
veral fatal cases of this disease, | have observed 
it this sign on the fingers has been present invariably. 
think Dr. Blaisdell’s remarks are well taken, and | 
add still another laboratory finding which casts 
doubt on the diagnosis, namely, a normal sedimen- 
rate. In my opinion, that is unusual, and it was 
vhat disconcerting to me. I made the test in my 


nger. 
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own laboratory and checked it, and therefore it is true. 
I do not dare to ask for therapeutic suggestions at this 
time. 


Pemphigus Vulgaris. ETHEL M 


Rockwoop, Boston. 


Presented by Dr. 


J. Me., an Irish-American steamfitter aged 42, pre- 
sented lesions of four months’ duration involving the 
oral mucous membrane. The onset was marked by a 
laryngitis, pharyngitis and stomatitis. Two months ago 
the lesions practically disappeared, only to recur one 
week ago. He has lost 19 pounds (8.6 Kg.) during the 
months of his illness. Examination revealed an eruption 
characterized by leukoplakia, desquamation and erythem- 
atous areolas involving the mucous membrane of the 
buccal cavity, both lips and both gums. The lesions are 
fewer in the tonsillar fossae and pharynx. The hard 
palate is practically clear. 

A routine examination of the blood showed 13,700 
leukocytes and 5,160,000 erythrocytes. A phenolsulfon- 
phthalein test indicated 40 per cent excretion in forty 
minutes. The nonprotein nitrogen content was 24 mg 
per hundred cubic centimeters; the calcium content, 9.4 
mg., and the phosphorus content, 44 mg.; the alkaline 
phosphatase activity was 4.4 units. The patient has 
not been treated. 


DISCUSSION 


Dr. Francis P. McCartuy, Boston: From the stand- 
point of the oral lesions this is the most interesting case 
shown today. As a diagnosis of pemphigus was made, 
a discussion of differential diagnosis, to indicate possibly 
other less serious conditions, is indicated. 

It is important in any cutaneous or oral disease to 
note the character of the primary lesion, and no mention 
is made of a bullous lesion in this case. 

The history goes back about four months, and in the 
beginning the patient used hydrogen peroxide and was 
treated by a laryngologist with local applications of 
silver nitrate. 

Most of the desquamative lesions are in the vestibule 
of the oral cavity, especially pronounced in the mola 
regions, where the mucosa is thrown into folds with 
some evidence of fissuring. The question arose in my 
mind that this was a preexisting folding of the mucous 
membrane, but Dr. Rockwood saw the mucosa at a 
time when it was smooth. There is a type oral 
pemphigus which may go on for years without any 
involvement of the skin. 


of 


A differential diagnosis in this case should include : 
1. Lupus erythematosus. As there is little local sore- 
ness and the lesions tend to clear up quickly with re- 
currences, one can rule this condition out. 
2. Aphthous stomatitis. This should be considered, 
and time will help in the consideration of this diagnosis. 
3. Erythema multiforme. It can probably be elimi 
nated, as the clinical picture has continued too long and 
the distribution is too localized. 
4. Vitamin B complex deficiency with special con 
sideration of pellagra. Pellagrous lesions in the oral 
cavity may be bullous and end with erosions similar to 
those seen in this case. 
5. Stomatitis due to local irritation from hydrogen 
peroxide, silver nitrate or some other local irritant rfot 
mentioned by the patient. 
Dr. WALTER F. Lever, Boston: I believe that this 
patient has pemphigus, but I am not willing to commit 
myself as to the type. However, pemphigus conjunc- 
tivae, which not infrequently starts with oral lesions, is 
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rather unlikely because it has, as a rule, its onset at a 
later age. One, therefore, has to consider the possibility 
of pemphigus vulgaris. I believe that this patient will 
show cutaneous lesions within a few months to a year 
and that the prognosis is grave. 


A Case for Diagnosis (Scurvy? Rheumatic Pur- 
pura [Henoch]? Dermatitis Medicamentosa 
[Sulfathiazole]?). Presented by Dr. Water T. 
GARFIELD, Boston. 


A. D., a white American school girl aged 16, pre- 
sented lesions of four weeks’ duration on the legs and 
scalp. Sulfathiazole ointment had been applied to the 
ulcers on the legs four weeks previously. Two weeks 
later an eruption appeared on the legs. She has had 
epistaxis at intervals and last week was admitted to 
the Boston City Hospital with a diagnosis of appendi- 
citis, but an operation was not performed. Examination 
shows two oval ulcers on the legs approximately 2 cm. 
in diameter, which exude pus. There is a red punctate 
perifollicular eruption which does not fade on pressure 
on the lower portions of the legs. Louse nits are present 
on the scalp hairs. 

DISCUSSION 

Dr. Jacop H. Swartz, Boston: Which came first, 
the ulcerative lesions or the hemorrhagic lesions ? 

Dr. WALTER T. GARFIELD, Boston: As I remember, 
I did not see her on her first visit to the clinic. The 
ulcers were present at that time. There were no hemor- 
rhagic lesions. They developed two weeks ago. She 
has had this ulcer for four months. Somebody raised 
the question of sulfathiazole dermatitis to explain the 
hemorrhagic lesions. I had never seen any such lesions 
following the use of a sulfonamide compound. The 
diagnosis of scurvy was added to create discussion and 
to obtain other opinions; I did not feel that it was a 
scurvy because there was no bleeding from the gums or 
mucous membrane. One would think that with such 
an amount of purpura there would be some bleeding 
irom the mucous membrane or at least some hemor- 
rhagic lesions. 


Ulcerus Acutum. Presented by Dr. JouHn G. Down- 
ING, Boston. 


J. B., a white boy aged 7 months, presented lesions 
on the penis of six weeks’ duration. There were two 
small ulcerations on the glans penis, one at the corona 
and the other at the meatus. 

Bacteriologic studies showed Staphylococcus aureus, 
a streptococcus and a gram-positive bacillus, perhaps 
Bacillus crassus. Treponema pallidum was not found. 
There was a positive culture of Bacillus crassus and of 
Doéderlein’s bacillus. Sulfathiazole-ointment and sulfa- 
thiazole powder, an aqueous solution of methylrosaniline 
(gentian violet) and solution of potassium arsenite in 
water have been used and have produced no change in 
the ulcerations. 

DISCUSSION 

Dr. Mi_prep Ryan, Brockton, Mass.: I do not think 
the eruption of this baby is unusual. I believe that the 
lesions appeared because the baby’s diaper has not 
been changed often enough. The eruption has developed 
all over the abdomen. Many infants will show the same 
sort of ulcerations on the penis. Just keeping the baby 
dry and using boric acid ointment will help the eruption. 

Dr. BERNARD AppEL, Lynn, Mass.: I saw this child 
in my office several weeks ago. At that time it did 
not have what it shows today, namely, a fairly charac- 
teristic diaper rash. It had the same two lesions which 


. NN 
it has today, but at that time they were more ulcerat{. -¢ 


and resembled more ulcus acutum, the clinical diagn f 
with which the case was presented today and wi.,,; 
which, incidentally, I agree. As to the treatment, 
mother stated to me today, much to my surprise, thf}, 
the medication which I advised at that time is helpigl,; | 


the baby. She stated that she was continuing its ug,),< 
I do not quite understand what has happened in t@.,,. 
interim. What I prescribed was the mixture of suli 
thiazole and neocalamine lotion N. F. VII about whigp,) 
I spoke at the last meeting of the Massachusetts Medi | 
Society. This consists of a 6 per cent suspension 
sulfathiazole ground very finely in a mortar with ¢ V 
neocalamine lotion. There is a decided improvema@'S 
in the ulcers as I have seen them today. 
Dr. J. Harper BLaAispELt, Boston: How long | 
this sulfathiazole ointment been used? me 
Dr. JounN G. Downinc, Boston: When I saw t 
baby on November 8, it had had the lesions for $8); ¢, 
weeks. Up to that time a solution of sulfathiazole a 
sulfathiazole ointment had been used for three wee bs ste 
There were sharply outlined ulcerations; one at 
corona was about % inch (0.5 cm.) deep, with a ser 
sanguineous discharge and a brownish necrotic ba: 
the other was at the urinary meatus. I thought at t 
time that the lesions had persisted because of the sul: 
thiazole. I prescribed wet dressings of solution of bi 
acid. The mother called me repeatedly to report t 
progress, and I advised the application of methylrosa: 
line (gentian violet), which proved of no value. La 
I made the diagnosis of Bacillus crassus infection 4 
had the various laboratory studies done. About 
days ago the mother brought the baby to my off 
and [| prescribed solution of potassium arsenite loca 
I was surprised today at the improvement of the lesi 
I believe this is a rare type of ulceration in a m 


baby; it is not the type seen on the penis from : c 
ammonia of urine. The dermatitis on the abdomen E 
of recent origin. 
Dr. WALTER T. GARFIELD, Boston: How do 
account for the dermatitis ? rit 
Dr. JoHN G. Downinc, Boston: It is merel) th 
diaper rash from the urine. SY 
Keratosis Palmaris et Plantaris. Presented by | Rhe t 
C. Guy LANE, Boston. iges 
M. B., a white youth aged 17, since early childl “ 
has had extensive calluses on the hands and feet. she 
father has the same condition. Two brothers, aged i 
and 20, now in the Army, had the same condition 


several years, but now they are free from it. | 
brother, aged 8, has had it on the hands for six mont 
Four brothers, aged 25, 13, 10 and 7, and two sist AI 
aged 21 and 15, have never had any involvement. 
Examination shows decided hyperkeratosis oi 
palms, heels and soles. They present a smooth yellowg,,. 
surface. The palms show evidence of having had t ee 
superficial surface cut down with a razor blade. 


Keratosis Palmaris et Plantaris. Presented by | 


ErHet M. Rockwoop, Boston. id 

lal ] 

S. L., a Polish man aged 27, has had since birth. 2), 
thick scaling skin, which cracks easily over the han@..).. 
feet, knees and ankles. Three brothers and one sis@.4 4, 
have a similar condition. iseass 
The hands show syndactyly and thickened velit atr 
hyperkeratotic skin with thickened curved nails. /QBiagn 
lesions are sharply demarcated at the wrists. Th father 
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SOCIETY 
e similar lesions on the feet. The knees show well 
fined hyperkeratotic plaques, while the elbows present 
rrucous hyperkeratotic lesions. 
Roentgenograms of the hands showed all terminal 
alanges to be definitely abnormal, the abnormalities 
the bones varying from thinning to almost complete 
sorption. There were small flecks of calcification 


lose to the proximal interphalangeal joints. 


Folliculitis Ulerythematosa Reticulata. Presented 


by Dr. Leo Koretsky, Chelsea, Mass. 


W. B., an American-born Negro aged 47 years, is 
resented from the Boston Dispensary because of a 
facial eruption of twenty-five years’ duration. Over 
these years an itching papular eruption, occasionally 
ustular, has involved the cheeks and chin. The lateral 
surfaces of the cheeks and chin within the bearded 
region are covered with short linear scars running in 
lifferent directions but closely grouped so as to re- 


semble the crystals of a thin film of ice. There is a 


history of penile chancre in 1923. 


The urine was normal. The Hinton, Wassermann 
ind Kahn reactions of the blood have been positive on 
wo occasions. 


LOS ANGELES DERMATOLOGICAL 
SOCIETY 


WiLL1AM H. GOECKERMAN, M.D., Chairman 
CLEMENT E. Counter, M.D., Secretary 


Dec. 14, 1943 


Case for Diagnosis (Lupus Erythematosus? 
Pellagra?). Presented by Dr. ANKER K. JENSEN. 


E. M., a Negro woman aged 64 years, presents an 
ruption of twenty-three years’ duration on her face. 
uring the last year a brownish smooth discoloration 
the groins has developed. The eruption on the face 
s symmetric and deeply pigmented. The central part 
sround the nose is darkest. This fades to a lighter pig- 
ientation on the sides of the face. The margins of 
tongue are smooth. There is some alopecia at the 
iges of the scalp hair. The pubic area is almost 
ntirely free of hair. Although there are no excoriations 
r patches of lichenification, she complains of recurrent 
sttacks of severe itching and burning of the face. The 
acks of the hands and the upper portion of the chest 
‘posed to view through the V of her dress are not 
nvolved, 
A biopsy showed only evidence of a mild chronic in- 
ammation of the skin. 
A perusal of a hospital record made for the patient 
n 1920 when she entered at the White Memorial Hos- 
reveals that her complaint was similar then. A 
linical diagnosis of pellagra was made at that time. 
DISCUSSION 
E. OxpeRMAYER: If lupus erythematosus is 
nsidered in diagnosis, it would be the diffuse super- 
| form of the disease. In my experience this variety 
always associated with diffuse involvement of the 
Moreover, if this variety of lupus erythematosus 
ad been present for as long a period as this patient’s 
se, there would be atrophy. I feel that the absence 
‘trophy and of involvement of the scalp makes the 
iagnosis of lupus erythematosus improbable. I would 
ither interpret the eruption as a pellagroid type of 


TRANSACTIONS 


439 


dermatitis. The sensitivity to light and the inflammatory 
changes on the tongue seem to point in that direction. 
My assumption that the process is systemic rather than 
local seems confirmed by the simultaneous presence of 
inflammatory cutaneous changes in the groin. Possibly 
this patient has porphyria, and I suggest examination 
of the urine and for an increased amount ot 
porphyrins. 

Dr. SAMUEL AyRES JR.: 
cerned I agree with Dr. Obermayer. 
be an element of sensitivity to light, although the patient 
denies that in the sun very much. She 
that the eruption disappears entirely at times. If this ts 
correct, I think one might wonder if there could be a 
tar melanosis. Workers in certain products present 
reactions similar to that of this woman when they have 
considerable exposure to light. It is possible that the 
patient is using some proprietary application containing 
tar. This suggestion does not account for the eruption 
in the groins, however. The problem of diagnosis 1s not 
answered by either suggestion. The on the 
tongue look like geographic tongue. 

Dr. H. C. L. Linpsay: The hyperpigmentation, the 
telangiectasia, the palpable sebaceous plugs and the loca- 
tion of the lesions on the face all suggest lupus ery- 
thematosus. The alopecia on the frontal margin of the 
scalp and the seborrheic-appearing rash in the pubic 
region, with the loss of hair in that area, are not con- 
sistent with such a diagnosis. It must be remembered 
that syphilis can imitate lupus erythematosus almost 
periectly. 

Dr. SAUL Ropinson: | agree with the diagnosis of 
a light-sensitive disturbance, but | think that the prob- 
ability of Riehl’s melanosis can be ruled out. A vitamin 
deficiency may be involved. 

Dr. KENNETH Stout: | should like to add the diag- 
nosis of acanthosis nigricans for consideration. 

Dr. L. F. X. WitHetM: The patient eats plenty of 
bread and potatoes and food of that type, and admits 
that she does not care for meat in her diet. | think 
that that supports the diagnosis of pellagra. 

Dr. W. H. GoecKERMAN: I cannot make a final 
diagnosis. The clinical appearance would not lead me 
to suspect lupus erythematosus, not even the hyper 
pigmented type. I made a special effort to get an in- 
telligent history but without success. I also favor the 
diagnosis of a pellagrous type of eruption. 


feces 


As far as the face 1s con- 
There seems to 


she is says 


lesions 


Dr. ANKER K. JENSEN: On first examination I was 
ot the opinion that she had lupus erythematosus, but 
the question of explaining all of the lesions on that 
basis immediately arose. Pellagra was also considered. 
From the hospital history given twenty-three years 
ago had cutaneous then similar to 
presented tonight, accompanied at that time with gastro- 
intestinal symptoms and mental confusion. There is 
reason to think that she is still mentally confused. 


she lesions those 


Norwegian Scabies. Presented by Dr. SAMUEL 


Ayres JR. 


J. A. H., a youth of 18 years, presents the general 
characteristics of a mongolian type of mental deficiency. 
He has high cheek bones, partly closed eyelids and an 
expressionless face. His fingers are short, and he has 
a puerile manner which does not suggest the maturity 
of a person of 18 years. 

Examination of the skin shows a widely scattered 
punctate papular crusted eruption distributed over the 
entire body, including the face and the ears. There are 
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heavy white scales on the ears and fingers. There are 
no burrows of scabies on the palms or on the wrists. 

For the two months ended three weeks ago the pa- 
tient was hospitalized in the Los Angeles County 
General Hospital because of acute rheumatic fever and 
pneumonia. During this time his skin was treated with 
wet dressings. Cleansing with soap was thought to be 
sufficient to take care of the eruption when he was dis- 
charged from the hospital. 

A microscopic preparation made from debris from one 
of the external auditory canals is presented with the 
patient, and many Sarcoptes scabiei may easily be seen 
in any low power field. 

DISCUSSION 

Dr. H. C. L. Lrnpsay: I have seen what I prefer to 
call a mongolian type of scabies rather than Norwegian 
itch. The reason that I say “mongolian” is that in 
most instances the patients have had mental defects 
more or less characteristic of mongolian idiots. This 
patient is obviously unable to carry out a proper hygienic 
program, and his disease may be partly due to neglect. 

Dr. CLEMENT Counter: I think the fact that this 
patient with such severe scabies has a mongolian type 
of mental and physical deficiency is more than a mere 
coincidence. I have had as a patient a boy who has 
such a mental deficiency. He is the only son of atten- 
tive parents. His mother takes excellent care of him, 
and in spite of this he has had three different attacks 
of ordinary scabies at widely separated times. I have 
verified all of these attacks by microscopic examination 
of biopsy specimens selected from the palms. The 
parents have never had scabies. In this connection, 
one is impressed that there must be an element of re- 
sistance to infestations possessed by most persons but 
lacking in persons with mongolism and perhaps lacking 
in other persons with less well marked deficiencies. 
They may lack resistance toward scabetic infestation 
just as they lack resistance toward infections. 


Dr. SAMUEL Ayres JrR.: I have seen the patient only 
once before. That was one week ago. Apparently 
every member of the family has had scabies. I have 
not had an opportunity to examine other members of 
the family. From the description, they have had the 
ordinary type of scabies and continue to become re- 
infested. I think there is no question that the poor 
nutrition associated with mongolian tendencies and the 
patient’s undernourished condition are responsible for 
the clinical picture in this case, which is spoken of as 
Norwegian scabies. The patient’s ears were covered 
with scales which contained many eggs and adult mites, 
both male and female. There do not seem to be any 
burrows on the hands. The parasites seem to be able 
to reproduce so easily anywhere on this patient that 
they do not have to dig in. 


A Case for Diagnosis (Morphea? Macular Atro- 
phy?). Presented by Dr. SAMUEL AyRES JR. 


C. H. H., a man aged 35 years, first noticed the 
present whitish appearance under his left eye three days 
after he had used a prescribed medicine instilled into 
the eyes as drops. The drops were prescribed by an 
oculist to relieve acute conjunctivitis. The medicine 
contained ephedrine and one of the sulfonamide prepara- 
tions. The patient says that the white appearance came 
the third day after he had used the drops. It has not 
spread since it was first noted. 

The eruption is limited to the area beneath the left 
eye. It consists of an ill defined ivory white, slightly 
atrophic—-appearing patch. There is retraction of the 
lower lid as if it were drawn down by the lesion. 


DERMATOLOGY AND SYPHILOLOGY 


DISCUSSION D 

Dr. KENNETH Stout: It is certainly a striking 
The suddenness of onset suggests an embolic pheg” | 
nomenon followed by degenerative changes. I canndf'’‘ 
imagine any way in which the development of this lesiog”’™ 
can be related to the medicament put into the eye. ry 
noted that there is a beginning ectropion, which th¥*”: 
D 


patient believed to be getting worse. 

Dr. A. FLETCHER Hatt: I thought it was a circun 
scribed scleroderma. 

Dr. L. F. X. WituetM: I agree that it is morphe 

Dr. H. C. L. Linpsay: The reasons that the iz 
volved eye seems to be open wider than the noninvolve 
eye are: (a) The patient has a circumscribed sclerg 
derma in the lower lid of the involved eye, and (b) th 
involved eye is larger. The whole left side of the fa 
is larger than the right side. He was born possessi 
this not unusual asymmetry. 3 

Dr. Netson Paut Anperson: I think it is impog. 
tant to discuss a case of this type from the standpoir 
that there may be medicolegal consequences. Accordir 
to the patient’s history, he had some inflammation of tg. 
eyes. An ophthalmologist put drops into his eyes, anf. 
three days later the patient noted atrophy of the ski 
Naturally he thinks that the drops are the cause 
his trouble. I think it should be noted that the droj 
were used in both eyes. I should like to hear fro 
the members as to whether these eye drops could hay 
produced the atrophy which is now present. 

Dr. W. H. GorecKERMAN: We can unanimously sq 
we do not believe that the eye drops could have an * 
thing to do with the anomaly. (This statement w2 
made after an opinion on the question was obtaine 
from all of the members present.) 

Dr. SAMUEL Ayres JR.: That is one of my reasom ; 
for showing the patient. He seems to have been cc 
vinced that the eye drops were responsible for ¢ 
lesion of his left lower eyelid, because of the appare 
coincidence. The lesion is either a superficial atrop! 
or a morphea. It belongs in that category. Has a 
one ever encountered a similar change following 1! 
use of ephedrine or epinephrine locally? (No one a 
swered.) 


A Case for Diagnosis (Elephantiasis?). Present: 


by Dr. Netson PAuL ANDERSON. 


G. A. P., a woman aged 41 years, has had son 
trouble with her right great toe for about four year 
About one year ago, after the development of granu 
tion tissue around the nail, an operation was perform 
to remove the nail. Shortly afterward the distal end: 
the right great toe enlarged and underwent changes pr 
ducing a verrucous appearance. A little later the saz 
process appeared to involve the left great toe, but : 
operation has been performed on the left toe. 

The present appearance reveals both great toes m 
enlarged more or less diffusely, with a verrucous hyyx' 
keratotic appearance along the sides. The left g: 
toe nail is visible but is almost entirely covered | 


granulation tissue and the hypertrophic soft  tissutfalms 
The adjacent aspect of the right second toe appe@ffparts 
to be swollen and presents a slightly warty appearamg choy. 
similar to that presented by the great toes. n th 
xm 

DISCUSSION 


Dr. Rospinson: Sometimes such changes #1 
seen in persons with acromegaly. This may be 4§sok 
endocrine manifestation. ticulay 
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Dr. M. E. OBERMAYER: I agree with Dr. Robinson 
ing casdf to the possibility of an endocrine disturbance. Such 
lic phe! assumption would explain the tendency to bilateral 
eo volvement. Yet the changes as such are those of 
is feutcl iple elephantiasis produced by lymphatic damage fol- 
eye. ving an infectious, pyogenic process around the nail 
hich the’ probably of streptococcic origin. 

Dr. H. C. L. Linpsay: Obstruction of lymphatics 
tuberculous infection may produce an elephanti- 

sic condition resembling true elephantiasis arabum. 

t is not unusual to have elephantiasis exhibiting 
umerous verrucous growths. 
the 1 
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Dr. KENNETH Stout: I have seen 1 other patient 
ith a similar disease, a young man rejected from 
he Army because of the lesion. It involved all toes 
xcept the fifth. I could not give it a name. 

Dr. SAMUEL Ayres Jr.: I do not know what this 
s. What appears to be a new lesion developing by 
he nail looks like granulation tissue. Apparently that 

the way the original disease began. Further, I 
oticed that the dorsal aspect of the patient’s feet had 

peculiar velvety and hyperelastic characteristic. One 
an pick up the skin as in cutis hyperelastica. I was 
wondering if there is something of that sort under- 
ving the lesions. 

Dr. ANKER JENSEN: The lesions around the toe nails 
epresent to me the tissue reaction that is found around 
ny low grade infection. They resemble the verrucous 
ype of eczema occasionally seen on the legs. 

Dr. W. H. GoEcKERMAN: I felt about the case 
nuch as Dr. Obermayer did, except that I did not 
vant to let the bilateral character deceive me. I did 
jot think the lesions were an old lymphangitis, such 
s is seen in solid edema. The patient had thes nails 
mproperly pared for many years. Secondary infection 
f long standing followed. Along with this she has 
robably worn poorly fitted shoes. All of this has 
esulted in much fibrosis. Whether there is something 
nomalous in her tissues which acted as a contributory 
actor, I cannot say. To me they were simply a couple 
i maltreated toes. I think such changes in a some- 
vhat minor form are not uncommon. 


Dr. NELSON PAauL ANDERSON: I disagree with Dr. 
roeckerman. This woman’s pedicure appears to have 
een done with care on all of the other toes. She did 
10t have trouble with her nails until three or four years 
azo. It is important to note that the right great toe 
as been operated on but the left great toe has not suf- 
fered any operative injury. Part of the soft tissue in- 
volvement in the right great toe may be from the previous 
perative procedure, but the right second toe is under- 
ling the same verrucous involvement where it touches 


he big toe. This surely cannot be explained on the 
basis of fibrosis and elephantiasis. I do not know what 
it. 


A Case for Diagnosis (Psoriasis?). Presented by 


Dr. IrvING BANCROFT. 


\. A., a boy aged 11 years, about three years ago 
egan to have an eruption of the hands and feet. The 
palms became scaly and thickened, and then various 
parts of the body, such as the knees and the elbows, 
howed similar changes. The most recent lesions are 
n the back, where they have been present for about 
ix months. 


At present there are well defined red papular scaly 
‘sions on the lower part of the back. The palms and 
The face is red and scaly, par- 
A deter- 


soles are thickened. 
‘ularly on the areas exposed to sunlight. 


ANSACTIONS 
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mination of blood sugar revealed 87 mg. per hundred 
cubic centimeters. 

Recent treatment has included application of tar oint- 
ment and ultraviolet irradiation from a quartz lamp to 
thickened lesions on the lower part of the back. Sulfur 
ointment has been used on the neck and head. Pan- 
creatic extract has been given by mouth. 


DISCUSSION 


Dr. Saut Ropinson: I saw this boy a few years 
ago and made a diagnosis of psoriasis. I notice that 
this eruption has extended and is now more advanced 
than at the time I saw him before. 

Dr. KENNETH Stout: I thought it was psoriasis. 
I think the erythema over the face is the erythema 
often seen in cases of psoriasis. 

Dr. STANLEY O. CHAMBERS: I have seen this boy 
before and, like Dr. Robinson, I made a diagnosis of 
psoriasis. He is sensitive to light, and this is not true 
of the usual patient with psoriasis. 

Dr. A. FretcHerR Hatt: What was interesting to 
me and what made the eruption seem just a little un- 
usual for psoriasis was the follicular involvement. 
There was enough hyperkeratotic follicular process 
present to give a faint suggestion of Darier’s disease. 
I think that psoriasis is probably the closest diagnosis, 
but the patient deserves a trial of large doses of vita- 
min A. 

Dr. Netson Paut ANpeERSON: I, too, have seen this 
boy, and I do not believe this eruption is psoriasis at 
all. I think it is pityriasis rubra pilaris. He was once 
a patient of Dr. Max Wolff. Dr. Wolff made a 
biopsy, and I have studied the sections. They do not 
show psoriasis. It is true that there is no follicular 
plugging over the backs of the hands, but elsewhere 
every cutaneous change which this boy presents occurs 
in pityriasis rubra pilaris. Formerly the eruption was 
confined to the arms and to the now free areas of the 
trunk. At that time the clinical appearance was such 
that no one would say it was psoriasis. Then the 
differential diagnosis lay between pityriasis lichenoides 
chronica and pityriasis rubra pilaris. I believe it is 
the latter disease. 


Neurotic Excoriations. Presented by Dr. ANKER 


JENSEN, 


L. W., a woman aged 61 years, had the present 
eruption for the first time right after she had moved 
to her present home. That was ten years ago. The 
move to her present home was from a larger and better 
home, and it was made necessary by severe financial 
reverses. 

There are numerous scattered excoriated papules on 
the chest, the back, the arms, the legs and the face. 
The lesions are in various stages of healing. All ap- 
pear as if produced by scratching with the finger nails. 


DISCUSSION 


Dr. H. C. L. Linpsay: The lesions are not due 
to neurotic excoriations. The patient does have intense 
itching. The sparsity of lesions and the widespread 
involvement suggest a diagnosis of prurigo ferox or 
an unusual dermatitis herpetiformis. 

Dr. SAMUEL Ayres Jr.: I agree with the diagnosis 
of neurotic excoriations, but this is only part of the 
picture. It is obvious that she has excoriated the 
lesions. I learned that she takes forty-five minute 
baths, in which she uses a washing cloth. She can 
do the skin as much damage that way as by scratching 
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with the finger nails. The wide distribution of the 
eruption, the intense itching and the fact that there is 
some kind of a primary lesion that gets excoriated 
make me feel that there is an underlying condition 
that should not be ignored. I should consider an 
allerzic background. Her father had asthma. I think 
a careful allergic investigation as well as studies of 
other metabolic and digestive factors should be carried 
out. 

Dr. M. E. OperMayer: The diagnosis of neurotic 
excoriations is undoubtedly correct. Both the clinical 
picture and the personality of the patient are typical. 
[ cannot agree with Dr. Ayres’ contention that the 
lesions are produced by rubbing with a towel. Such 
sharply circumscribed excoriations as the patient pre- 
sents are produced only by the finger nails or by sharp 
instruments. 

Ropinson: I learned that vesicles are 
I think she has dermatitis herpeti- 


Dr. SAUL 
present at times. 
formis. 

Dr. A. FLetcHER Hatt: I got a history from her 
that vesicles frequently appear early in the course of 
a new outbreak of lesions. Except for the lack oi 
pigmentation, which one would expect in a dermatitis 
herpetiformis of this duration, I should favor that 
diagnosis. 

Dr. STANLEY O. CHAMBERS: I agree with the diag- 
nosis of factitial dermatitis. 

Dr. W. H. GoecKERMAN: I think she has typical 
neurotic excoriations. I cannot see anything else, no 
matter what history she gave. With psychiatric treat- 
ment there may be improvement, but I do not think 
the prognosis is good. I do not believe that anything 
this patient says means much, nor do I think the long 
duration is significant. 

Dr. ANKER JENSEN: This patient's eruption can be 
traced back to the time when she suffered financial 
reverses. I believe she will be benefited by psycho- 


therapy. 


DERMATOLOGY AND 


SY 


CORRECTION 


This discussion on the paper by Dr. Ruben Nomlan 
“Cholinogenic Urticaria and Cholinogenic Itching,” w 
omitted from the October issue (ArcH. DERMAT. 
Sypu. 50:247, 1944). 

ABSTRACT OF DISCUSSION 

Dr. SAMUEL W. BecKER, Chicago: This paper 
extremely interesting, and it illustrates a line of a 
proach which is going to have to be followed in t! 
iuture in order to evaluate better many cutaneor 
disorders. 

I remember the case of a young girl, about 10 
11 years old, in whom urticaria developed when s 
was getting ready to go on the stage in amateur theatr 
cals and also when she took a hot bath. 

The influence of heat is also seen occasionally 
other dermatoses. Dr. Tannenholz (Tannenholz, H 
Erythema Caloricum Associated with a Remote k: 
action to Heat [Neurodermatitis and Dyshidrosis 
ArcH. DerRMAT. & SypH. 28:168-173 f[Aug.] 1933 
who worked in my clinic, reported the case of a patie: 
who had typical nummilar eczema (exudative neut 
dermatitis) in whom we could induce the attacks 
will by exposure to heat. 

Dr. Leon Goldman (Goldman, L.: Some Autonon 
Nervous System Reactions in Selected Cases of Cheir: 
pompholyx, M/. Bull. Univ. Cincinnati 8:79-88 [Feb 
1941) studied several patients with what is called pon 
pholyx, which is related to exudative neurodermatiti: 
Of the many things he tried, various physical method: 
and chemical methods by drugs, the administration 0 
acetylcholine was the only one by which the eruptio: 
was aggravated or precipitated. 

Dr Rusen NOMLAND, Iowa City: Acetylcholine i 
a powerful physiologic substance that has many thera- 
peutic applications. I think, as time goes on, it wi! 
be found that acetylcholine, because it does act on th: 
nervous system, particularly the parasympathetic ner 
vous system, will be a factor in causing other disease: 

I think it is fairly well established that itching 
which is produced by heat, effort and emotion is repr 
duced by acetylcholine, and also by drugs, such as pil 
carpine, acting on the parasympathetic nervous systen 
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Society Transactions are indexed under these head 
ings in their alphabetical order under the letters B 
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Abnormalities and Deformities: See under names 
of diseases, organs and regions, as Atrophy; 
Ectodermal Defect; Nails, abnormalities; Pig 
mentation; Skin, abnormalities; Sweat Glands 
etc. 

Abramowitz, E. W.: Hazards of external use of 
sulfonamide compounds, *289 

Lupus erythematosus of face associated with 
psoriasis of body, 283 

Abscess: See under names of organs and regions 

Acariasis, dermatitis from Tyroglyphidae in handlers 
of straw, *245 

rat mite dermatitis; acariasis caused by tropical 
rat mite, Liponyssus bacoti Hirst, 1914, *90, 330 

Acetarsone, Therapy: See Pemphigus vulgaris 

Acetylcholine: See Choline and Choline Derivatives 

Achromia: See Nevi; Vitiligo 

Acid, Ascorbic: See Ascorbie Acid 

Cevitamic: See Ascorbic Acid 

hydrochloric; unusual form of occupational derma 
titis; report of outbreak in plant manufacturing 
hydrochloric acid, *25 

Paraaminobenzoic: See Vitiligo 

Tannic: See Tannins 

Acid-Base Equilibrium, effect of acid, alkali and 
meals on blood level and excretion of sulfa 
pyridine in children, 49 

Acne, Chloracne: See Chlorodiphenyl; Chloronaph- 
thalene 

conglobata; hidradenitis suppurativa of perianal 
region, 217 

favorable effects of vitamin A in case of acne of 
long duration, *199 

indurata; hidradenitis suppurativa of scrotum and 
perianal region; dissecting cellulitis of neck, 217 

keloid, 51 

rosacea in twins, *269 

Acrodermatitis atrophicans chronica with stomatitis 


chronica atrophicans; cardiovascular disease (ar 
teriosclerosis), 209 
chronica atrophicans or lupus erythematosus, 72 
continua, 65 
continua of Hallopeau; case for diagnosis, 148 
Acrosclerosis: See Scleroderma 
Actinodermatitis: See under Light 
Actinomycosis: See also Mycetoma 
of subcutaneous tissue of forearm secondary to hu- 
man bite, 271 
source of infection in, 47 
treated with sulfapyridine, 273 
Addison’s Disease, 13: 
Adenoma sebaceum, 420 
sebaceum, dermatosis papulosa nigra, erythema 
induratum or cutaneous gummas; pulmonary 
tuberculosis, 206 
sebaceum (Pringle); lymphangioma circumscrip- 
tum; psoriasis, 281 
sebaceum (Pringle type); tuberous sclerosis with 
epilepsy (epiloia); mental retardation; fundus 
changes, 284 
sebaceum; tuberous sclerosis; report of case, *96 
Adipose Tissue: See Fat; Obesity 
Adiposis dolorosa, 50 
Adrenalectomy: See Adrenals 
Adrenals, stimulating effect of adrenalectomy on hair 
growth and melanin deposition in black rats fed 
diets adequate and deficient in filtrate factors 
of vitamin B, 203 
Agranulocytosis; aplastic anemia with acute agran- 
ulocytosis, thrombopenic purpura and complicat 
ing mapharsen therapy: report of case, with 
pathologic observations, *320 
following mapharsen therapy; report of 2 cases 
*302 
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Albinisn See also Vitiligo 


partial ind nystagmus in Negroes report of 2 


cases 
Alfalfa, contact dermatitis from alfalfa) and bur 
clover, *201 


Allergy See Anaphylaxis and Allergy 

Alopecia areata, vitiligo and canities (treated for 
12 months with paraaminobenzoic wid and 
calcium pantothenate, with negative results), 34 

Aluminum and Aluminum Compounds, occupational 
contact dermatitis of aircraft workers, 272 

Amaurosis See Blindness 

Amblyopia See Blindness 


American Medical Association, Scientific Exhibit, 412 
Section on Dermatology and Syphilology, 230, 412 
Ammonia and Ammonium Compounds, dermatitis 
from explosives (ammonium picrate), 
Amyloidosis, 20% 
cutis, localized, 62 
Anaphylaxis and Allergy See also Food. allergy 
etc. 
contact testing of buecal mucous membrane for 
stomatitis venenata, *79 
dermatitis due to nail polish: study of 26 cases 
with chief allergenic component toluene sulfon 
amide formaldehyde resin and related sub 
stances, *39 
experimental demonstration that periarteritis no 
dosa is manifestation of hypersensitivity, 125 
histaminase in treatment of allergy in children 
273 
relationship of eosinophil response to factors in 
volved in anaphylaxis, 47 
social aspects of allergy, 49 
Anderson, €. R.: Contact dermatitis from alfalfa 
and bur clover, *201 
Rat mite dermatitis; acariasis caused by tropical 
rat mite Liponyssus bacoti Hirst, 1914, *90, 
330 
Anderson, N. P.: Elephantiasis; case for diagnosis, 
440 


Linear scleroderma, 149 
Rothmund’s syndrome, 147 
Andrews, G. C.: Dermatitis herpetiformis (localized 
on neck), 68 
Dermatitis venenata due to quinacrine hydrochlo- 
ride, 140 
Exit dose in dermatologic roentgen therapy, *355 
Lipodystrophy in nevus, 283 
Moniliasis; avitaminosis, 139 
Pachyonychia congenita, 138 
Androgens: See also Hormones, sex 
dyskeratosis congenita with pigmentation, dys 
trophia unguium and leukoplakia oris (Cole and 
others) ;: report of cases of 2 brothers, with im- 
provement in leukoplakie patches in 1 with 
androgenic medication, *191 
Andropogon Citratus See Lemon Grass Oil 
Anemia, aplastic, with acute agranulocytosis, throm- 
bopenic purpura and complicating mapharsen 
therapy; report of case, with pathologic observa- 
tions, *320 
Anesthesia, general, cranial nerve palsies with herpes 
following, 273 
neural leprosy (maculoanesthetic type); demon- 
stration of histamine test, 142 
Anetoderma: See Atrophy 
Angina, Agranulocytic: See Agranulocytosis 
Angioid Streaks: See Retina, blood supply 
Angioma, cavernous, treatment of, 349 
or Kaposi’s sarcoma, 434 
vascular nevi, 139 
Anhidrosis: See Sweat Glands 
Ankle: See also Foot 
livedo reticularis; recurring ulcerations of ankles 
in summer, 213 
Anodontia: See Teeth 


Anophthalmes: See under Eyes 
Antigens and Antibodies: See Lipoids;: and under 
specific antigens and reactions, as Eczema; etc. 


443 


444 INDEX TO 


Anus, granuloma inguinale, involving anal canal and 
necessitating colostomy, 27 
hidradenitis suppurativa of perianal region; acne 
conglobata, 217 
hidradenitis suppurativa of scrotum and perianal 
region; acne indurata; dissecting cellulitis of 
neck, 217 
Aorta, syphilis; electrocardiographic patterns in 
cardiovascular syphilis, 413 
Aphthae: See Stomatitis 
Apparatus, poison ivy smoke; experiments demon- 
strating that poison ivy smoke is not cause of 
clinical ivy dermatitis, *306 
Appel, B.: Gout, 433 
Lupus erythematosus disseminatus or lupus pernio, 
436 


Ariboflavinosis: See Riboflavin 
Armed Forces Personnel: See also Military Medi- 
cine 
dermatologists of United States and Canada in 
active service in present war; supplementary 
list, 406 
Armies: See Military Medicine; War 
Arms: See also Extremities; Forearm; etc. 
tertiary syphilis; periostitis and gummas of 
tibial regions and left arm, 219 
Arsenic and Arsenic Compounds: See also Arsphen- 
amines 
agranulocytosis following mapharsen therapy; re- 
port of 2 cases, *302 
aplastic anemia with acute agranulocytosis, throm- 
bopenic purpura and complicating mapharsen 
therapy: report of case, with pathologic observa- 
tions, *320 
arsenical keratoses and pigmentation, 420 
bullous exfoliative dermatitis due to arsenic, 278 
effect of fever on distribution of arsenic in tissues 
of rabbits injected intravenously with maphar- 
sen, 414 
epitheliomatosis; arsenical keratosis; psoriasis, 339 
liver extract in arsenical intolerance, 336 
multiple epitheliomas following ingestion of ar- 
senic, 148 
Therapy: See under Syphilis 
Arsphenamines, acute hepatitis with jaundice follow- 
ing administration of neoarsphenamine, 350 
Therapy: See under Syphilis 
Arteries: See Aorta; Arteriosclerosis; Periarteritis ; 
etc. 
Arteriosclerosis, acrodermatitis chronica atrophicans ; 
cardiovascular disease (arteriosclerosis), 209 
Ascorbic Acid: See also Scurvy 
syringadenitis suppurativa tropicalis (complication 
of lichen tropicus); histologic appearance and 
etiologic considerations particularly as to pos- 
sible relationship of ascorbic acid and carbo- 
hydrate metabolism, 127 
Asthma: See Anaphylaxis and Allergy 
Astrachan, G. D.: Late secondary syphilis; case 
for diagnosis, 223 
Atopy: See Anaphylaxis and Allergy 
Atrophoderma: See Atrophy 
Vermiculata: See Folliculitis 
Atrophy: See also Acrodermatitis chronica atrophi- 
cans; and under names of organs and regions, 
as Nerves, optic; etc. 
eczema epilans?; variety of dermatitis atropbi- 
cans maculosa, 205 
generalized idiopathic, 285 
ichthyosiform, of skin in Hodgkin’s disease; report 
of case, with reference to vitamin A metabolism, 
*85 
macular, 64 
macular, or morphea, 440 
macular, with xanthoma tuberosum multiplex, 211 
muscular; linear scleroderma, following course of 
nerves, with muscular atrophy, 59 
scleropoikiloderma with calcinosis cutis, Raynaud- 
like syndrome and atrophoderma, *254 
Avitaminoses: See under Vitamins 
Ayres, S., Jr.: Acrodermatitis continua of Hallo- 
peau; case for diagnosis, 148 
Keloids (unhealed), 146 
Lichen planus involving finger nails, 146 
Morphea or macular atrophy, 440 
Norwegian scabies, 439 
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BCG: See under Tuberculosis 
Bacteria, Erysipelothrix rhusiopathiae infection in 
swine and in human beings; comparative study 
of cutaneous lesions, *151 
Leprosy: See Leprosy 
skin sensitivity to mycobacterial tuberculosis in 
sarcoidosis. 125 
Baker, Roger Denis, appointment of, 330 
Baldness: See Alopecia 
Bancroft, I.: Psoriasis; case for diagnosis, 441 
Barker, L. P.: Dermatitis herpetiformis-like erup- 
tion, probably of toxic origin from colitis, 421 
Granuloma annulare, 421 
Barney, R. E.: Case for diagnosis, 338 
Circumscribed myxedema, 341 
Epitheliomatosis ; arsenical keratosis; psoriasis, 339 
Linear nevus; case for diagnosis, 337 
Pemphigus foliaceus, 337 
Pyoderma gangrenosum, 338 
Recurrent syphilids following 5 day treatment for 
seropositive chancres, 340 
Barton. R. L.: Kaposi’s varicelliform eruption; 
review of literature and report of 2 cases of its 
occurrence in adults, *99 
Barwasser, N. C.: Edematous lupus erythematosus 
or granuloma annulare, 424 
Lichen sclerosus et atrophicus (Hallopeau), 425 
Baths, mud; therapy of roentgen dermatitis, 127 
Bazin’s Disease: See Erythema induratum 
Bechet, P. E.: Jerome Kingsbury, 331 
Becker, S. W.: Edematous lupus erythematosus or 
granuloma annulare, 424 
Lichen sclerosus et atrophicus (Hallopeau), 425 
Beebe, P. L.: Spectrographic analysis of gold in 
skin following treatment of lupus erythematosus, 
#315 
Behcet’s Syndrome: See Genitals, ulcers; Stomatitis, 
aphthous 
Beinhauer, L. G.: Spectrographic analysis of gold 
in skin following treatment of lupus erythema- 
tosus, *315 
Bell’s Palsy: See Paralysis, facial 
Benzyl Benzoate: See Scabies 
Berberian, D. A.: Cutaneous leishmaniasis (oriental 
sore); incubation period, *231 
Cutaneous leishmaniasis (oriental sore); period 
of infectivity of saline suspensions of Leish- 
mania tropica cultures kept at room temper- 
ature, *233 
Cutaneous leishmaniasis (oriental sore); vaccin- 
ation against oriental sore with suspensions of 
killed Leishmania tropica, *234 
Bernstein, E. T.: Generalized progressive sclero- 
derma, completely relieved by dihydrotachysterol, 
9968 


Besnier-Boeck’s Disease: See Sarcoidosis 
Biberstein, H.: Immunization therapy of warts, *12 
Binkley, G. W.: Dermatitis from penicillin; report 
of 2 cases, *326 


BIoGRAPHIES: 
John Gorrie, M.D., and early case of keloid, *308 


Bismuth, Therapy: See under names of various dis- 
eases, as Syphilis; etc. 

Bites, actinomycosis of subcutaneous tissue of fore- 
arm secondary to human bite, 271 

Bitot Spot: See Conjunctiva 

Blennorrhagia: See Gonorrhea; Keratosis_ blenor- 
rhagica 

Blindness, iridorecurrence resulting in loss of vision, 
347 


psychic reaction of patient to blindness; blind man 
with ‘“‘seeing eye” dog. 342 
Blood, absorption, excretion and distribution of 
penicillin, 335 
cholesteroi, effect of high-fat test meal in nor- 
mal and obese individuals, 203 
cholesterol; report of 2 cases of myxedema with 
extreme hypercholesteremia; 1 complicated by 
xanthoma tuberosum, 415 
Diseases: See Anemia; Leukemia; etc. 
effect of acid, alkali and meals on blood level and 
excretion of sulfapyridine in children, 49 
proteins ; serum proteins in sarcoid; electrophoretic 
studies, 46 
transfusion; spirochaetal survival in frozen plasma, 
46 
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Bloom, D.: Lymphedema (hereditary?), 227 
Nevus sebaceus and milium-like lesion respectively 
in apparently identical twins, 67 
Blue Nevus: See Pigmentation, cutaneous 
Bluefarb, S. M.: Nevus of nails; case for 
nosis, 57 
Bodian Method: 
Boeck Sarcoid: 
Boil, Jericho: 
Bones: See 


diag 


See Stains and Staining 
See Sarcoidosis 
See Leishmaniasis 
under names of bones 
Book ReEvIEws: 
Allergy; E. Urbach, 
Gottlieb, 288 
Allergy in Practice; S. L. Feinberg, with collabo- 
ration of O. C. Durham, 354 


with collaboration of P. M. 


Clinical Tropical Medicine; edited by Z. T. Ber- 
covitz, 74 ' 
Essentials of Dermatology; N. Tobias, 150 
Hundred Years of Medicine; C. D. Haagensen and 


W. E. B. Lloyd, 288 
Management of Neurosyphilis; B. Dattner, 354 
Oral Pathology: Histological, Roentgenological, and 
Clinical Study of Diseases of Mouth; K. H 
Thoma, 75 


Tropical Nursing: Handbook for Nurses and 
Others Going Abroad; A. L. Gregg, 74 
Vascular Responses in Extremities of Man _ in 


Health and 
Virus Diseases in 
Seiffert, 75 
Booker, P.: Addison’s disease, 133 
Erythema induratum, 131 
Erythroplasia of Queyrat; molluscum contagiosum, 


Disease; D. I 
Man, 


150 
Plant G 


Abramson 
Animal and 


Glossitis rhombica mediana, 133 

Keratosis follicularis, 131 

Lichen planus erythematosus, 128 

Lichen sclerosus et atrophicus, 128 

Linear lichen planus, 129 

Monocytic leukemia cutis, 132 

Pemphigus vulgaris, dermatitis 
erythema multiforme, 130 

Porokeratosis, 131 

Pseudoprimary tuberculous complex, 130 

Rocky Mountain spotted fever, 132 

Secondary syphilis, with asymptomatic central ner- 
vous system progression, 133 

Xeroderma pigmentosum with multiple 
of skin, 132 


herpetiformis or 


€ pithe liomas 


Bordet-Wassermann Reaction: See Syphilis; Was 
sermann Reaction 
Botvinick, I Dermatophytosis in industry, *170 
Bourneville-Pringle Disease See Sclerosis, tuber- 
ous 
Braestrup, C. B.: Exit dose in dermatologic roent 
gen therapy, *355 
Brain See Nervous System; ete 
Syphilis: See Neurosyphilis 
Breast, localized pemphigus vulgaris of eyes, mouth 
and left breast, 350 
Brockmole, A.: Dermatitis from penicillin; report 
of 2 cases, *326 
Bronchi, syphilitic hepatitis with unusual con 
comitant manifestations; report of 2 cases, *31 
Brunsting, L. A.: Case for diagnosis, 212 
Chronic disseminated lupus erythematosus, 214 


Cutaneous horns on verrucae vulgaris; woolly hair 
nevus; dental aplasia, 219 

Dermatomyositis, 214 

Discoid lupus erythematosus, 214 

Herpes zoster; Bell’s palsy of right 
Hunt syndrome), 214 

Hidradenitis suppurativa of 
conglobata, 217 

Hidradenitis suppurativa of scrotum 


(Ramsey 


side 


perianal region; . acne 


and perianal 


region; acne indurata; dissecting cellulitis of 
neck, 217 
Kaposi’s varicelliform eruption; review of liter- 


ature and report of 2 cases of its occurrence in 
adults, *99 


Keratoderma climactericum (?) with neuroderma- 
titis, 215 
Lichen planopilaris, 211 


Lichen sclerosus et atrophicus, 216 

Livedo reticularis; recurring ulcerations of 
in summer, 213 

Lupus vulgaris, 218 

Pityriasis rubra pilaris, 211 


ankles 
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Brunsting, L. A.—Continued 

Pyoderma gangrenosum with chronic ulcerative 


colitis, 217 
Rosacea-like 
Rosacea-like 


tuberculid, 218 


tuberculid of Lewandowsky; derma 


titis medicamentosa (gold), 218 
Tertiary syphilis; periostitis and gummas of tibial 
regions and left arm, 219 
Bubo, Climatic: See Lymphogranuloma Venereum 


Bubonulus: See Granuloma inguinale 
Bullosis: See Vesication 
Burns, treatment of burns 
agents, 334 
Buschke’s Disease: See 


due to chemical warfare 


Scleroderma 


Cable Rash: See Chlorodiphenyl; Chloronaphtha- 
lene 
Calcification, calcinosis cutis, 279 


calcinosis cutis with telangiectasia, 278 
scleropoikiloderma with calcinosis cutis, Raynaud 
like syndrome and atrophoderma, *25 


with localized scleroderma, 286 
Calcinosis See Calcification 
Calcium and Calcium Compounds, Pantothenate: See 
Alopecia areata 
Callosities See Keratosis 
Cancer See also Epithelioma; Sarcoma; Tumors 
and under names of organs and regions 
carcinoma which simulates sarcoma; study of 110 
specimens from various sites, 271 
Canities: See Hair 
Canizares, O.: Penicillin in treatment of simul 
taneous infections of syphilis and gonorrhea, 
*246 
Cannon, A. B.: Adenoma sebaceum (Pringle type) ; 
tuberous sclerosis with epilepsy (epiloia) ; men 
tal retardation: fundus changes, 284 
Cutis elastica, 285 
Late secondary syphilis (?) (papillomatous papules 
of lower lip; ulcerated gumma of left inguinal 
area), 230 
Sarcoidosis, 
Capillaries; varicose veins; stasis dermatitis; capil- 
laritis, 417 
Carbohydrates, syringadenitis suppurativa tropicalis 


(complication of lichen tropicus) ; histologic ap- 
pearance and etiologic considerations particu 
larly as to possible relationship of ascorbic acid 
and carbohydrate metabolism, 127 


Carcinoma: See Cancer 
Cardiovascular Diseases: See also Heart; ete 
acrodermatitis chronica atrophicans; cardiovas 
cular disease (arteriosclerosis), 209 
electrocardiographic patterns in cardiovascular 
syphilis, 413 
Cardiovascular System See Heart; ete 
Caro; M. R Hemangioendothelioma, 426 
Superficial morphea; case for diagnosis, 422 
Carpenter, C. C.: Recurrent vesicular eruptions ap 


pearing during administration of penicillin, *6 
Cataract and skin disease, 205 
juvenile, in association with 


tothmund syndrome, 147 


dermatosis, 414 


Cells See also Tissue; etc. 

so-called undifferentiated and embryonic cells, 334 
Cerebrospinal Fever: See Meningitis 
Cevitamic Acid: See Ascorbie Acid 
Chambers, H. D.: Juxta-articular nodules, *105 
Chancre, seropositive, recurrent syphilids following 


5 day treatment of, 340 
Cheek, contact testing of buccal 
for stomatitis venenata, *79 
nevus unius lateris on left cheek, scalp and neck 


mucous membrane 


Cheilitis: See under Lips 
Chemotherapy: See Neurosyphilis; Syphilis 
Chickenpox, varicella following exposure to 
zoster, 273 
Children: See also Infants 
histaminase in treatment of allergy in, 273 
Chloracne: See Chlorodiphenyl; Chloronaphthalene 
Chlorodiphenyl, dermatitis from cutting oils, solvents 
and dielectrics, including chloracne, 414 
Chloronaphthalene, dermatitis from.cutting oils, sol 


herpes 


vents and dielectrics, including chloracne, 414 
Cholesterol in Blood: See under Blood 
Choline and Choline Derivatives, Chloride: See 
Psoriasis 
cholinogenie urticaria and cholinogenic§ itching. 
*247; correction, 442 


| 
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Chorioretinitis See Retinochoroiditis 

Choroid, left postoperative anophthalmos; uveitis and 
choroiditis of right eye, possibly due to virus of 
lymphogranuloma venereum, 137 


Christian-Weber’s Disease: See Panniculitis 
Cicatrix, Boeck’s sarcoid in old scar, 58 
granuloma inguinale with lymphedema of pre- 


puce and penis due to searring, 277 


Cillary Body: See Uvea 
Climacteric See Menopause 
Climate, effects of change of climate on diseases to 
which certain patients are prone, 335 
Clothing, sensitization to, 335 
textile dermatitis, 335 
Clover, contact dermatitis from alfalfa and bur 
clover, *201 
Coal Tar: See under Skin 
Coccidioidomycosis, 427 
Cohen, D.: Macular atrophy, 64 
Cold, spirochaetal survival in frozen plasma, 46 
trench foot, 334 
Cole, H. N Acrodermatitis atrophicans chronica 
with stomatitis, 419 
Psoriasis, aberrant type; case for diagnosis, 341 
Colitis, dermatitis herpetiformis-like eruption, prob- 
ably of toxic origin from colitis, 421 
pyoderma gangrenosum with chronic ulcerative 
colitis, 217 
Colloid Degeneration: See under Skin 
Colloten, F. B.: Boeck’s sarcoid, parapsoriasis, tu 
berculid or urticaria pigmentosa, 436 
Colon, Inflammation: See Colitis 
Kaposi’s sarcoma associated with malignant tumor 
of, 61 
neurofibromatosis of colon, small intestine and 
mesentery in child, 46 
Colostomy, granuloma inguinale, involving anal 
canal and necessitating colostomy, 277 


Combes, F. C.: Hereditary hemorrhagic telangiec- 
tas 148 
Keratosis blennorrhagica, 280 
Communicable Diseases: See Measles; Meningitis: 


Syphilis; ete. 
Complement Fixation: See under Lymphogranuloma 
Venereum: Syphilis 
Condylomata acuminata, immunization therapy of 
\warts, *12 
Congress: See Societies 
Consunctiva, clinical manifestations of vitamin de- 
ficiencies as observed in Federated Malay States. 
*160 
membranous inflammation of oropharynx, nose and 
conjunctiva due to sulfathiazole, 49 
Convulsions: See Epilepsy 
Cord, R.: Psoriasis, aberrant type; case for diag- 
nosis, 34 
Cornbleet, T.: Keratosis follicularis, 61 
Monocytic leukemia with involvement of skin 
(patient deceased), 429 
Cornea, Inflammation: See Keratitis 
Cornell, V. A.: Mycosis fungoides; case for diag- 
nosis, 225 
Cornu Cutaneum: See Horns, cutaneous 
Corynebacterium Diphtheriae: See Diphtheria 
Cosmetics, contact eczema due to nail polish, 270 
dermatitis due to nail polish: study of 26 cases 
with chief allergenic component toluene sulfon- 
amide formaldehyde resin and related substances, 
*39 
Costa, O. G.: American leishmaniasis of frambesial 
type, *394 
Furuncular myiasis, *36 
Mutilating form of American leishmaniasis, *328 
Costello, M. J.: Calcinosis cutis with telangiectasia, 
278 
Laird Sumner Van Dyck, 411 
Lichen planus hypertrophicus secondary to trauma, 
42 


Ulerythema reticulatum; case for diagnosis, 69 
Crutchfield, A. J.: Addison’s disease, 133 
Erythema induratum, 131 
Erythroplasia of Queyrat; molluscum contagiosum, 
129 


Glossitis rhombica mediana, 133 
Keratosis follicularis, 131 

Lichen planus erythematosus, 128 
Lichen sclerosus et atrophicus, 128 
Linear lichen planus, 129 
Monocytic leukemia cutis, 132 


VOLUME 50 


Crutchfield, A. J.—Continued 
Pemphigus vulgaris, dermatitis herpetiformis « 
erythema multiforme, 130 
Porokeratosis, 131 
Pseudoprimary tuberculous complex, 130 
Rocky Mountain spotted fever, 132 
Secondary syphilis, with asymptomatic central ner- 
vous system progression, 133 
Xeroderma pigmentosum with multiple epitheliomas 
of skin, 32 
Curth, Left postoperative anophthalmos 
uveitis and choroiditis of right eye, possibly du: 
to virus of lymphogranuloma venereum, 137 
Cutis Hyperelastica: See Skin, abnormalities 
Cutter, Ik. S.:- John Gorrie, M.D., and early case o 
keloid, *308 
Cymbopogon Citratus: See Lemon Grass Oj! 
Cysts: ° See under names of organs and regions, as 
Skin; etc. 


Dander, human; important cause of infantile eczema 
15 

Dandruff: See Seborrhea 

Danlos-Ehlers Syndrome: See Joints; Skin, - at 
normalities 

Darier’s Disease: See Keratosis follicularis 


Deficiency Diseases: See Pellagra: Scurvy Vita 
mins: ete. 

Defluvium capillorum, 138 

Degeneration, Amyloid See Amyloidosis 


Deglutition, lesions of esophagus in generalized pro- 
gressive scleroderma, 126 
Dementia Paralytica; liver function in therapeutic 
malaria, 203 
rapidly progressive atrophy of optic nerve it 
patient with tabetic form of, 343 
Dentition: See Teeth 


Depigmentation See Pigmentation 
Dercum's Disease: See Adiposis dolorosa 
Dermatitis: See also Acrodermatitis; Eczema; Ne 


rodermatitis ; etc. 

Acneform: See Acne 

Actinica: See under Light 

adenoma sebaceum, dermatosis papulosa nigra. 
erythema induratum or cutaneous gummas; pul- 
monary tuberculosis, 206 

Arsphenamine: See Arsphenamines 

Atopic: See Neurodermatitis 

Atrophicans: See Atrophy 

Contact: See Dermatitis venenata 

Eczematous: See Eczema 

exfoliativa, bullous, due to arsenic, 278 

exudative discoid and lichenoid chronic dermatosis, 
62 

factitia; neurotic excoriations, 441 

factitia or pemphigus vegetans, 422 

herpetiformis, generalized, with mucous membrane 
involvement, 353 

herpetiformis-like eruption, probably of toxic origin 
from colitis, 421 

herpetiformis (localized on neck), 68 

herpetiformis or pemphigus vulgaris, 429 

herpetiformis, pemphigus vulgaris or erythema mul- 
tiforme, 130 

Medicamentosa: See also under Drugs; and un- 
der names of drugs, as Arsenic and Arsenic 
Compounds; Arsphenamines; Gold and Gold 
Compounds; Mercury; Penicillin: Pheno!phtha- 
lein and Phenolphthalein Derivatives; etc. 

medicamentosa ; erythema multiforme or dermatitis 
medicamentosa, possibly caused by monomethyl- 
stilbestrol palmitate, 136 

Multiformis: See Dermatitis herpetiformis 

Occupational: See under Industry 

rat mite dermatitis; acariasis caused by tropical 
rat mite, Liponyssus bacoti Hirst, 1914, *90, 330 

Rhus: See Rhus, poisoning 

Roentgen Ray: See under Roentgen Rays 

Seborrheic: See Seborrhea 

Solar: See under Light 

stasis; varicose veins; capillaritis, 417 

Venenata: See also Dyes; Resins; etc. 

venenata; contact dermatitis from alfalfa and bur 
clover, *201 

venenata; contact dermatitis from amorphous 
sodium penicillin, *328 

venenata; contact dermatitis or psoriasis, 145 

venenata; contact dermatitis produced by tincture 
of merthiolate, *123 


. 
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Dermatitis—Continued 


venenata due to nail polish; study of 26 cases 
with chief allergenic component toluene sulfon 


amide formaldehyde resin and related substances 
$39 


venenata due to quinacrine hydrochloride, 140 
venenata due to tannins, 138 
venenata; eczematous contact dermatitis due to 


mercurials; report of case of reaction to 10 
per cent ammoniated mercury ointment and 
associated with mercurial poisoning, *10 

venenata from cutting oils, solvents and dielectrics 
including chloracne, 414 


venenata from. explosives, 414 


venenata from lemon grass oil (Cymbopogon citra- 
tus or Andropogon citratus). *534 
in handlers of straw, 


venenata from Tyroglyphidae 
#945 

venenata; occupational contact dermatitis of alr 
craft workers, 272 

venenata; respirator dermatitis, 


venenata; unusual form of occupational derma 
titis; report of outbreak in plant manufactur 
ing hydrochloric acid, *25 


Dermatologic societies, directory of, 76 


Dermatologists of United States and Canada in 
active service in present war; supplementary 
list, 406 

Dermatology, postwar graduate training in derma 
tology and syphilology, *378 

coal tar in dermatologic preparations, 124 

sulfur in dermatologic preparations, *8 
Dermatomycosis: See Mycosis, cutaneous 
Dermatomyositis, 214 

or lupus erythematosus, 64 

Dermatophytosis: See Mycosis, cutaneous 

Dermatorrhexis: See Joints; Skin, abnormalities 

Dermatoses: See Dermatitis; Eczema; Skin, dis 


eases; etc. 

Desert Sore: See Skin, diseases 

Diabetes Mellitus, necrobiosis lipoidica diabeticorum 
99 


9 


necrobiosis lipoidica diabeticorum or gangrenous 
pyoderma of legs, 432 
Dielectrics, dermatitis from cutting oils, solvents and 
dielectrics, including chloracne, 414 
Diethylstilbestrol: See Estrogens 
Dihydrotachysterol: See Scleroderma 
Diphtheria, cutaneous, 335 
Directory of dermatologic societies, 76 
Disk, Optic: See Nerves, optic 
W. L.: Contact eczema due to nail polish 
Leprosy (lepromatous type), 61 
Psoriasis or psoriasiform eczematides, 60 
Downing, J. G.: Sulfur in dermatologic preparations 
*8 


Uleerus acutum, 438 
Dressings, penicillin therapy of impetigo contagiosa 
and allied diseases; use of penicillium-inoculated 
dressing, *1 
Driver, J. R.: Lupoid sycosis, 421 
Drugs, Eruptions: See also under names of drugs, 
as Arsenic and Arsenic Compounds; Arsphen- 
amines; Gold and Gold Compounds; Mercury; 
Penicillin; Phenolphthalein and Phenolphthalein 
Derivatives; etc. 
eruptions; case for diagnosis, 430 
Dublin, W. B.: Combined Bodian and Masson stain- 
ing method applied to skin, *361 
Duhring’s Disease: See Dermatitis herpetiformis 
Duralumin, occupational contact dermatitis of 
craft workers, 272 
Durand-Nicolas-Favre’s 
granuloma Venereum 
Dust, source of allergic activity of house dust, 272 
Dyes: See also Stains and Staining 
dermatitis produced by Tintex stocking dye, 


Disease : See Lympho- 


*200 


Dyshidrosis: See under Sweat Glands 
Dyskeratosis: See Keratosis 
Dysphagia: See Deglutition 


Dystrophia Unguium: See Nails 
Ebert, M. H.: Acrodermatitis continua, 65 
Besnier-Boeck sarcoid, 58 
Boeck’s sarcoid in old scar, 58 
Kaposi’s sarcoma associated with malignant tumor 
of colon, 61 
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Monocytic leukemia’ with 
(patient deceased), 429 
Pityriasis rubra pilaris; case for diagnosis, 57 


involvement of 


Skin 


Sarcoid; case for diagnosis, 425 
Vitamin A deficiency; case for diagnosis, 61 
Ectodermal Defect; ectodermal dysplasia (anhidrotic 


anodontia, 46 
dysplasia, 67 
nail polish, 270 


type) with complete 
hereditary ectodermal 
Eczema, contact, due to 


eczematous contact dermatitis due to mercurials; 
report of case of reaction te 10 per cent am 
moniated mercury ointment and associated with 
mercurial poisoning, *10 

effects of change of climate on diseases to which 
certain patients are prone, 335 

epilans?; variety of dermatitis atrophicans macu 
losa, 205 


282 


topical application of 


hereditary; Milroy’s disease, 
hypersensitivity produced by 
sulfathiazole, 126 
infantile, human dander; important cause of 
psoriasis or psoriasiform eczematides, 60 
Seborrheic: See Seborrhea 
skin disease and cataract, 


115 


205 


sulfathiazole in eeczematous pyoderma sensitiza 
tion reaction to successive local and oral ther 
apy: report of 12 cases, 126 

treatment of eczematous contact dermatitis with 


intravenous injections of sodium thiosulfate, *251 
Edema: See Elephantiasis; and under names 
of organs regions, as Face; ete. 
edematous erythematosus or granuloma an 
nulare, 
hereditary 


also 

and 

lupus 

124 

lymphedema, 227 

Edson, J. N Syphilitic hepatitis with unusual con- 
comitant manifestations; report of 2 cases, *31 

Education, postwar graduate training in dermatology 
and syphilology, *: 

Ehlers-Danlos Syndrome: 
malities 

Elbow, hemangioma successfully treated with radium 


See Joints: Skin, abnor 


at early age, 125 
Electrocardiography: See under Heart 
Electrocoagulation : See under specific headings 
Electrophoresis: See Blood, proteins 
Electrosurgery: See under specific headings 


Elephantiasis, case for diagnosis, 440 
Ellis, F. A.: Keratosis follicularis is not primarily 
follicular disease, *27 
Embryology, so-called undifferentiated and embryonic 
cells, 33 
Eosinophils, relationship of eosinophil 
factors involved in anaphylaxis, 47 
Ephraim, A.: Nevus unius lateris on 
scalp and neck, 222 
Ephraim, H.: Triple symptom complex of Behcet 
report of case, *3 
Epidermodysplasia verruciformis complicated by mul- 
tiple epitheliomas, 228 
Epidermolysis bullosa, *167, 279 
bullosa hereditaria; case for diagnosis, 336 
bullosa, localized; recurrent bullous eruption of 
feet and hands (Weber-Cockayne), 272 
Epidermomycosis; Epidermophytosis: See 
cutaneous 
Epilepsy: See also Sclerosis, tuberous 
adenoma sebaceum (Pringle type) ; tuberous scler- 
osis with epilepsy (epiloia) ; mental retardation; 
fundus changes, 284 
Epithelioma, epidermodysplasia verruciformis compli- 
cated by multiple epitheliomas, 228 
epidermoid; case for diagnosis, 424 
epitheliomatosis; arsenical keratosis; psotiasis, 339 
multiple, following ingestion of arsenic, 148 
superficial epitheliomatosis; report of case, *117 
xeroderma pigmentosum with multiple epitheliomas 
of skin, 132 
Epstein, N. N.: 
Usher?), 71 
Eruptions: See under Arsenic and Arsenic Com- 
pounds; Arsphenamines; Drugs; Skin, diseases, 
etc. 
Erysipelas in infancy, 125 
Erysipeloid, chronic recurring, with probable phleb- 


response to 


left cheek, 


Mycosis, 


Pemphigus erythematosus (Senear- 


itis, 430 
recurring erythematous eruption of palms and 
soles simulating erysipeloid of Rosenbach, 353 


See under Bacteria 


Erysipelothrix : 
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Erythema annulare centrifugum, 60 
elevatum diutinum, *363 
elevatum diutinum (Crocker-Williams type), 220 
induratum, 131, 221 
induratum, adenoma sebaceum, dermatosis papu- 
losa nigra or cutaneous gummas; pulmonary 
tuberculosis, 206 
induratum ; case for diagnosis, 212 
multiforme bullosum; case for diagnosis, 220 
multiforme; case for diagnosis, 70 
multiforme or dermatitis medicamentosa, possibly 
caused by monomethylstilbestrol palmitate, 136 


multiforme or herpes simplex, 148 
multiforme, pemphigus vulgaris or dermatitis her- 
petiformis, 130 
recurring erythematous eruption of palms and soles 
simulating erysipeloid of Rosenbach, 353 
Erythroderma, Exfoliativum: See Dermatitis 
ativa 
Ichthyosiform : 
Maculopapular : 
Erythroplasia of Queyrat: 


exfoli- 


See Ichthyosis 
See Parapsoriasis 
See Penis 


Esophagus, lesions in generalized progressive sclero- 
derma, 126 
Esthiomene: See Lymphogranuloma Venereum 
Estradiol: See Estrogens 
Estrogens: See also Hormones, sex 
effect of folliculoid hormones on abnormal skin; 


further observations of effect of estradiol on 
skin of mice of rhino, hairless and naked strains, 
*261 
erythema multiforme or dermatitis medicamentosa, 
possibly caused by monomethylstilbestrol palmi- 
tate, 136 
Ethyl Chloride: 
Exit dose in dermatologic roentgen 
Explosives, dermatitis from, 
Extremities: See also Arms; Legs; etc. 
Blood Supply: See also Raynaud’s Disease; etc. 
blood supply; peripheral vascular syphilis of lower 
extremities, 414 
Eyelids, granuloma inguinale of, 46 
melanosis of undetermined origin; 
Riehl (7). 423 
Eyes: See also Orbit; and under names of special 
structures and diseases of eye, as Retina; etc. 
Diseases: See Cataract; etc. 
left postoperative anophthalmos: uveitis and cher- 
oiditis of right eye, possibly due to virus of 
lymphogranuloma venereum, 137 
localized pemphigus vulgaris of eyes, 
left breast, 350 
triple symptom complex of Behcet; report of case, 
*37 


See Mycosis, cutaneous 
therapy, *355 


melanosis of 


mouth and 


Face, hyperpigmentation (lupus erythematosus?), 70 
Paralysis: See Paralysis, facial 
pyoderma faciale (O’Leary), 416 


7? 


solid edema of, 72 


Fasal, P.: Clinical manifestations of vitamin defici- 
encies as observed in Federated Malay States, 
*160 

Fat: See also Lipoids 


effect of high-fat test meal on blood cholesterol in 
normal and obese individuals, 20: 
lipodystrophy in nevus, 283 
Favre-Nicolas’ Disease: See 
Venereum 
Febricula: See Fever 
Feeblemindedness, adenoma sebaceum (Pringle type) ; 
tuberous sclerosis with epilepsy (epiloia) ; mental 
retardation; fundus changes, 284 
Feet: See Foot 
Felsher, Z.: Hereditary ectodermal dysplasia, 67 
Fendt-Spiegler Sarcoid: See Sarcoidosis 


Lymphogranuloma 


Fever: See also Malaria; etc. 
Artificial: See Dementia Paralytica 
Cerebrospinal: See Meningitis 
“drug fever’ accompanying second courses of 
sulfathiazole, sulfadiazine and sulfapyridine, 413 
effect on distribution of arsenic in tissues of 
rabbits injected intravenously with mapharsen, 


414 
Rocky Mountain Spotted: 
Spotted Fever 
San Joaquin: See Coccidioidomycosis 
Therapeutic: See Syphilis; etc. 
Fifth Venereal Disease: See Granuloma inguinale 
Fingers and Toes, Nails: See Nails 


See Rocky Mountain 
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Folliculitis ulerythematosa reticulata, 439 
ulerythematosa reticulata; atrophodermia vermicu- 
lata, 205 
Food: See also Vitamins 
allergy; allergic dermatoses due to food hypersen- 
sitivity ; report of delayed skin reaction following 
intracutaneous inoculation of autoserum, 125 
effect of acid, alkali and meals on blood level and 
excretion of sulfapyridine in children, 49 
Foot: See also Ankle; etc. 
benign and malignant tumors of, 204 


common hyperkeratotic lesions of, 204 
mycetoma of, 352 
trench foot, 334 

Foot and Mouth Disease in man, 48 


Fordyce-Fox Disease: See Fox-Fordyce Disease 

Forearm, actinomycosis of subcutaneous tissue of 
forearm secondary to human bite, 271 

Foreskin: See Penis 

Formaldehyde, dermatitis 
of 26 cases with 


polish ; ‘study 
component 


due to nail 
chief allergenic 


toluene sulfonamide formaldehyde resin and re- 
lated substances, *39 
D.: Familial hereditary pemphigus, 


Foster, P. 
147 


‘ 
Herpes simplex or erythema multiforme, 148 
Fourth Venereal Disease: See Lymphogranuloma 
Venereum 

Fowle, L. P.: Dystrophia unguium mediana canali- 
formis; report of case, *267 

H.: Neural leprosy (maculoanesthetic 
demonstration of histamine test, 142 
Pemphigus vulgaris; favorable results from 
ment with acetarsone, 140 
Subacute lupus erythematosus disseminatus, 227, 
287 


Fox, type) ; 


treat- 


Fox, H. H.: Local treatment of psoriasis by choline 
chloride; report of 2 cases, *250 

Fox-Fordyce Disease, 282 

Fractures, ununited; multiple gummas, 

Frambesia; American leishmaniasis of 
type, *394 

Freeman, H. E.: Aplastic anemia with acute agranu- 
locytosis, thrombopenic purpura and complicating 
mapharsen therapy; report of case, with patho- 
logic observations, *320 

Fixed eruption from sulfadiazine or sulfamerazine, 

#45 


healed, 434 
frambesial 


Reaction: See Lymphogranuloma Venereum 


Frei 
See also Actinomycosis; Moniliasis; Mycosis; 


Fungi: 
etc. 
use of sulfathiazole suspension in isolation of, 
Furunculosis, cause and treatment, 
furuncular myiasis, *36 


273 


Ganglionectomy: See Sympathectomy 
Gangrene: See also Raynaud’s Disease 
necrobiosis lipoidica diabeticorum or gangrenous 
pyoderma of legs, 432 
Garb, J.: Dyskeratosis congenita with pigmentation, 
dystrophia unguium and leukoplakia oris (Cole 


and others) ; report of cases of 2 brothers, with 


improvement in leukoplakic patches in 1 with 
androgenic medication, *191 
Garfield, W. T.: Multiple gummas, healed; ununited 


fracture, 434 
Scurvy, rheumatic purpura (Henoch) 
medicamentosa (sulfathiazole), 438 
Tertiary syphilis; gumma; neurosyphilis, 434 
Gas, poisoning; treatment of burns due to chemical 
warfare agents, 334 
General Paralysis: See Dementia Paralytica 
Genitals: See also under names of genitals, as 
Penis; Vagina; etc. 
ulcers; triple symptom complex of Behcet; report 
of case, *37 
Glazebrook, A. J.: Ichthyosiform atrophy of skin in 
Hodgkin’s disease; report of case, with reference 
to vitamin A metabolism, *85 
Glomus Tumors: See under Tumors 
Glossitis: See Tongue 
Gold and Gold Compounds, 
of Lewandowsky; dermatitis 
(gold), 218 
spectrographic analysis of gold in skin following 
treatment of lupus erythematosus, *315 
Therapy: See under Lupus erythematosus; Vitiligo; 
etc. 


or dermatitis 


rosacea-like tuberculid 
medicamentosa 
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Goldberger, L. A.: Generalized progressive sclero- 
derma, completely relieved by dihydrotachysterol, 
226 
Goldman, B.: 
brane for stomatitis venenata, 
Goldman, L.: American onchocerciasis, 
Contact testing of buccal mucous membrane for 
stomatitis venenata, *79 
Preparation of material for laboratory diagnosis of 
some tropical diseases of skin, *204 
Goldstein, L.: Acute hepatitis with jaundice follow- 
ing administration of neoarsphenamine, 350 
Goldstein's Disease: See Telangiectasia 
Gonorrhea: See also Venereal Diseases 
early syphilis masked and delayed by 
in treatment of, *200 
penicillin in treatment of simultaneous 
of syphilis and gonorrhea, *246 
suppression of syphilis by penicillin therapy of, 
269 


Contact testing of buccal mucous mem- 
*79 
#385 


penicillin 
infections 


Defluvium capillorum, 138 


Parapsoriasis, 435 


Goodman, H.: 
Goodman, J.: 


Gordon Test: See Hodgkin’s Disease 
Gorrie, John, M.D., and early case of keloid, *308 
Gout, 433 


Graham, J. C.: Generalized idiopathic atrophy, 285 
Graham, T. N.: Pustular psoriasis, 52 
Relapsing febrile nodular nonsuppurative pannicu- 
litis (Weber-Christian disease), 133 
Tuberculid or leprosy, 224 
Grain itch, 127 
Granulocytopenia: See Agranulocytosis 
Granuloma annulare, 421 
annulare and measles, 
annulare; case for diagnosis, 55, 352 
annulare or edematous lupus erythematosus, 424 
Coccidioidal: See Coccidioidomycosis 
Fungoides: See Mycosis fungoides 
Inguinale, 275. See also Lymphogranuloma 
Venereum 
inguinale, intradermal reaction as aid in diagnosis 
of, 274 
inguinale, involving anal canal and necessitating 
colostomy, 277 
inguinale of eyelid, 46 
inguinale of vaginal wall, 275 
inguinale; syphilis, 277 
inguinale with lymphedema of 
due to scarring, 277 
Malignant: See Hodgkin’s Disease 
of undetermined cause; case for diagnosis, 419 
Tropicum: See Frambesia 
Venereal: See Granuloma 
granuloma Venereum 
Graves, W. N.: Recurrent vesicular eruptions appear- 
ing during administration of penicillin, *6 
Greenbaum, S. S.: Acute hepatitis with jaundice 
following administration of neoarsphenamine, 
350 


*323 


prepuce and penis 


inguinale; Lympho- 


Localized pemphigus vulgaris of eyes, mouth and 
left breast, 350 

Treatment of cavernous 

Grenz Rays: See Leprosy 


angioma, 349 


Groin, late secondary syphilis (7?) (papillomatous 
papules of lower lip; ulcerated gumma of left 
inguinal area), 230 

Growth, effects of sex hormones on body growth, 


skin, hair and sebaceous glands in rat, 204 
Gumma: See Syphilis, tertiary 


Hailey, H. E.: Suppression of syphilis by penicillin 
therapy of gonorrhea, *269 
Hair: See also Alopecia 
effects of sex hormones on body growth, skin, hair 
and sebaceous glands in rat, 204 
stimulating effect of adrenalectomy on hair growth 
and melanin deposition in black rats fed diets 
adequate and deficient in filtrate factors of vita- 
min B, 203 
tinea corporis, with invasion of lanugo hair, 138 
vitiligo, canities and alopecia areata (treated for 
12 months with paraaminobenzoic acid and cal- 
cium pantothenate, with negative results), 54 
Hall, A. F.: Contact dermatitis or psoriasis, 145 


Impetigo herpetiformis in male; report of 1 case 
with response to sulfapyridine, *107 

Multiple epitheliomas following ingestion of arsenic, 
148 
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Hallopeau’s Disease: See Acrodermatitis 
Halowax: See Chlorodiphenyl; Chloronaphthalene 
Hansen’s Disease: See Leprosy 
Hardy, M. K Atrophy of optic 
following malarial therapy, 343 
Chorioretinitis of congenital syphilis, 346 
Gumma of orbit, 348 
Interstitial keratitis; recurrence in first eye 
out involvement of second eye, 345 
lridorecurrence resulting in loss of vision, 34 
Juvenile tabes; atrophy of optic nerve; involvement 
of seventh nerve, 343 


nerve; jaundice 


with- 


Juvenile tabes with rapidly progressing atrophy 
of optic nerve, 345 
Optic neuritis appearing during  antisyphilitic 


therapy, 345 
Postneuritic atrophy of optic nerve in congenital 
syphilis, 345 
Psychic reaction of patient to blindness; 
with “‘seeing eye” dog, 342 
Rapidly progressive atrophy of optic nerve in pa- 
tient with tabetic form of dementia paralytica, 
343 
Stationary (?) atrophy of optic nerve of 14 years’ 
duration, 3 
Syphilitic fritis; incidence; fever therapy; 
heimer reaction as diagnostic aid, 346 
Hartman, M. S.: Pityriasis rosea, *201 
lay Fever: See Anaphylaxis and Allergy 
Heart, electrocardiographic patterns in cardiovascular 
syphilis, 413 
Hecht, H.: Adiposis dolorosa, 50 
Keratosis palmaris et plantaris, 50 
Heisel, E. B Exit dose in dermatologic 
therapy, *355 
Hemangioendothelioma, 426 
Hemangioma, keratotic, 66 
of elbow successfully treated with radium at early 
age, 125 


blind man 


Herx- 


roentgen 


Hemopoietic System, Diseases: See Anemia; Leuk- 
emia; etc. 
Hemorrhage, percutaneous administration of vitamin 


, 46 
Henningsen, A. B.: Coccidioidomycosis, 427 
Keratotic hemangioma, 66 
Linear scleroderma, following course of nerves, with 
muscular atrophy, 59 
Henoch’s Purpura: See Purpura 
Hepatitis: See under Liver 
Herold, W. C.: Kaposi's 
report of 5 cases, *396 
Herpes, cranial nerve palsies 
general anesthesia, 273 
simplex or erythema multiforme, 148 
zoster; Bell’s palsy of right side (Ramsey Hunt 
syndrome), 214 
zoster in newborn, 46 
zoster ophthalmicus; 2 rare manifestations, 
zoster, varicella following exposure to, 273 
Herxheimer Reaction: See Syphilis 
Hetreed, F. W.: Localized amyloidosis cutis, 62 
Localized myxedema, 427 
Lupus erythematosus or dermatomyositis, 64 
Hexite, dermatitis from explosives, 414 
Hidradenitis: See under Sweat Glands 
Hill, W.: Angioma or Kaposi’s sarcoma, 434 
Hindus, clinical manifestations of vitamin deficiencies 
as observed in Federated Malay States, *160 
Hinton Test: See Syphilis 
Histaminase: See Anaphylaxis and Allergy 
Histamine Test: See Leprosy 
Hodgkin’s Disease, ichthyosiform atrophy of skin in; 
report of case, with reference to vitamin A 
metabolism, *85 
Hollander, L.: Contact dermatitis produced by tinc- 
ture of merthiolate, *123 
Dermatitis produced by Tintex stocking dye, *200 
Hormones: See also Androgens; Estrogens; Pituitary 
Preparations; etc. 
Folliculoid: See Estrogens 
sex, effects on body growth, skin, hair and sebace- 
ous glands in rat, 204 
Horns, cutaneous, on verrucae vulgaris; woolly hair 
nevus; dental aplasia, 219 
Howell, J. B.: Poison ivy smoke; experiments demon- 
strating that poison ivy smoke is not cause of 
clinical ivy dermatitis, *306 


varicelliform eruption ; 


with herpes following 


336 
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Hubler, W. R.: Arsenical keratoses and pigmentation, 
42 
Blue nevus, or mongolian spot, 417 
Keratosis palmaris et plantaris, 421 
Poikiloderma vasculare atrophicans, 418 
Pseudoxanthoma elasticum (variant form), 417 
Two cases of pseudoxanthoma elasticum, 51 
Varicose veins; stasis dermatitis; capillaritis, 417 
Xanthoma tuberosum multiplex with macular 
atrophy, 211 
Hydrocarbons, unusual form of occupational derma- 
titis; report of outbreak in plant manufacturing 
hydrochloric acid, *25 
Hypercholesteremia: See Blood, cholesterol 
Hyperergy: See Anaphylaxis and Allergy 
Hyperhidrosis: See Sweat Glands 
Hyperkeratosis: See Keratosis 
Hyperpigmentation: See Pigmentation 
Hyperpyrexia : See under Dementia Paralytica: Fever; 
Syphilis; ete. 
Hypothyroidism: See Myxedema 
Hypotrichosis: See Alopecia 


ichthyosis, ichthyosiform atrophy of skin in Hodgkin's 
disease ; report of case, with reference to vitamin 
A metabolism, *85 
or Darier’s disease, 430 
Simplex: See Xeroderma 
Icterus: See Jaundice 
Idiocy: See Feeblemindedness 
Immunity: See Anaphylaxis aud Allergy; etc. 
Immunization Therapy: See Verruca 
Impetigo contagiosa; penicillin therapy of impetigo 
contagiosa and allied diseases; use of penicillium- 
inoculated dressing, *1 
herpetiformis in male; report of 1 case with 
response to sulfapyridine, *107 
Industry, contact dermatitis or psoriasis, 145 
dermatitis from cutting oils, solvents and di- 
electrics, including chloracne, 414 
dermatitis from explosives, 414 
dermatitis from lemon grass oil (Cymbopogon 
citratus or Andropogon citratus), *34 
dermatitis from Tyroglyphidae in handlers of straw, 
#245 
dermatophytosis and occupational dermatitis, 415 
dermatophytosis in, *170 
grain itch, 127 
occupational contact dermatitis of aircraft workers, 
272 
social aspects of allergy, 49 
treatment of eczematous contact dermatitis with 
intravenous injections of sodium thiosulfate, *251 
unusual form of occupational dermatitis; report of 
outbreak in plant manufacturing hydrochloric 
acid, *25 
Infants: See also Children 
newborn, herpes zoster in, 46 
newborn; percutaneous administration of vitamin 
K, 46 
Infection, treatment of wounds and inflammation by 
x-rays and radium rays, 48 
Infectious Diseases: See Diphtheria; Infection ; Syph- 
ilis; ete. 
Inflammation: See Infection 
Ingels, A. E.: Bandlike scleroderma, 72 
Generalized progressive scleroderma showing sclero- 
dactylosis in advanced stage responding to in- 
sulin-free pancreatic extract (padutin), 72 
Lupus erythematosus disseminatus, late stage, with 
degenerative changes, 69 
Lupus erythematosus or acrodermatitis chronica 
atrophicans, 72 
Inguinal Region: See Groin 
Injections: See Blood transfusion 
Instruments: See Apparatus 
Intestines, neurofibromatosis of colon, small intestine 
and mesentery in child, 46 
Irgang, S.: Lichen sclerosus et atrophicus; report 
of its occurrence in Negro, *120 
Iris, iridorecurrence resulting in loss of vision, 347 
syphilitic iritis; incidence; fever therapy; Herx- 
heimer reaction as diagnostic aid, 346 
Iritis: See under Iris 
Itching: See Pruritis 
Ivy Poisoning: See Rhus, poisoning 


Jacob, F. M.: Spectrographic analysis of gold in 
skin following treatment of lupus erythematosus, 
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Jacobi-Petges’ Disease: See Poikiloderma atrophicans 
vasculare 
Jamieson, R. C.: Andrew Porter Biddle, 333 
Jaundice, acute hepatitis with jaundice following 
administration of neoarsphenamine, 350 
atrophy of optic nerve; jaundice following malarial 
therapy, 343 
Jensen, A. K.: Lupus erythematosus or pellagra, 
439 
Neurotic excoriations, 441 
Psoriasis limited to palms and soles, 145 
Jericho Boil: See Leishmaniasis 
Johnson, H. M.: Penicillin therapy of impetigo con- 
tagiosa and allied diseases; use of penicillium- 
inoculated dressing, *1 
Johnson-Stevens Disease: See Erythema multiforme 
Joints: See also under names of joints 
syndrome of cutaneous fragility and hyperelasticity 
and articular hyperlaxity, 125 
Jones, P. E.: Addison's disease, 
Erythema induratum, 131 
Erythroplasia of Queyrat; molluscum contagiosum 


> 
29 
133 


Glossitis rhombica mediana, 133 

Keratosis follicularis, 131 

Lichen planus erythematosus, 128 

Lichen sclerosus et atrophicus, 128 

Linear lichen planus, 129 

Monocytic leukemia cutis, 132 

Pemphigus vulgaris, dermatitis herpetiformis or 
erythema multiforme, 130 

Porokeratosis, 131 

Pseudoprimary tuberculous complex, 130 

Rocky Mountain spotted fever, 132 

Secondary syphilis, with asymptomatic central 
nervous system progression, 133 

Xeroderma pigmentosum with multiple epitheliomas 

of skin, 132 
Juxta-Articular Nodes: See Nodes 


Kahn Test: See under Syphilis 
Kala-Azar: See Leishmaniasis 
Kanee, B.: Prurigo of Hebra (severe type), *113 
Scleropoikiloderma with calcinosis cutis, Raynaud- 
like syndrome and atrophoderma, *254 
Kaposi’s Disease: See Xeroderma pigmentosum 
Sarcoma: See Sarcoma 
Varicelliform Eruption: See Pyoderma 
Kasich, M.: Agranulocytosis following mapharsen 
therapy; report of 2 cases, *302 
Katz, S.: Localized pemphigus vulgaris of eyes, 
mouth and left breast, 350 
Katzenellenbogen, I.: Vaccination against oriental 
sore; report of results of 555 inoculations, *239 
Kean, B. H.: Cutaneous leishmaniasis on Isthmus 
of Panama, *237 
Keil, H.: Dermatitis due to nail polish; study of 26 
cases with chief allergenic component toluene 
sulfonamide formaldehyde resin and related sub- 
stances, *39 
Kelly, R. J.: Granuloma annulare; case for diag- 
nosis, 55 
Pemphigus vegetans or dermatitis factitia, 422 
Keloids: See also Cicatrix 
acne keloid, 51 
John Gorrie, M.D., and early case of keloid, 
*308 
unhealed, 146 
Keratitis, interstitial; recurrence in first eye without 
involvement of second eye, 345 
Keratoderma: See Keratosis 
Keratoma: See Keratosis 
Keratosis: See also Ichthyosis 
arsenical, and pigmentation, 420 
arsenical; epitheliomatosis; psoriasis, 339 
blennorrhagica, 280 
clinical manifestations of vitamin deficiencies as 
observed in Federated Malay States, *160 
common hyperkeratotic lesions of foot, 204 
dyskeratosis congenita with pigmentation, dystrophia 
unguium and _ leukoplakia oris (Cole and 
others); report of cases of 2 brothers, with 
improvement in leukoplakia patches in 1 with 
androgenic medication, *191 
follicularis, 61, 131 
follicularis; ichthyosis or Darier’s disease, 430 
follicularis is not primarily follicular disease, 


keratoderma climactericum (?) with neuroderma- 
titis, 215 


‘ 
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Keratosis Continued 
keratotic hemangioma, 66 
palmaris et plantaris, 50, 421, 458 
porokeratosis, 131 


Ketron, L. W.: Erythema elevatum diutinum, *363 
Kidneys, ptosis as cause of pruritus vulvae, *405 
Klauder, J. V. Atrophy of optic nerve jaundice 


following malarial therapy, 343 
Chorioretinitis of congenital syphilis, S4¢ 
Erysipelothrix rhusiopathiae infection in swine and 

in human beings; comparative study of cutaneous 

lesions, *151 
Generalized dermatitis herpetiformis with mucous 

membrane involvement, 353 
Gumma of orbit, 348 
Interstitial keratitis; recurrence in first eye with 

involvement of second eye, 345 
lridorecurrence resulting in loss of vision, 347 
Juvenile tabes; atrophy of optic nerve; involvement 

of seventh nerve, 343 
Juvenile tabes with rapidly progressing atrophy of 

optic nerve, 345 
Optic neuritis appearing during antisyphilitic ther 

apy, 345 
Postneuritic atrophy of optic nerve in wongenital 

syphilis, 345 
Psychic reaction of patient to blindness; blind 

man with “seeing eye’ dog, 342 
Rapidly progressive atrophy of optic nerve in pa 

tient with tabetic form of dementia paralytica 

oto 
Recurring erythematous eruption of palms and soles 

simulating erysipeloid of Rosenbach, 353 
Stationary (?) atrophy of optic nerve of 14 years 

duration, 344 
Syphilitic fritis; incidence; fever therapy Herx- 

heimer reaction as diagnostic aid, 346 

Klumpp, M. Lupus erythematosus, 135 
Koretsky, L.: Folliculitis ulerythematosa reticulata, 


Kornblith, B. A.: Granuloma inguinale, 275 
Granuloma inguinale of vaginal wall, 27 
Intradermal reaction as aid in diagnosis of granu 
loma inguinale, 27 
Krause, M. E.: Acrodermatitis chronica atrophicans 

cardiovascular disease (arteriosclerosis), 209 

Adenoma sebaceum, dermatosis papulosa nigra 
erythema induratum or cutaneous gummas: pul 
monary tuberculosis, 206 

Neurofibromatosis with pregnancy, 206 

Papulonecrotic tuberculid; treated primary syphilis, 
207 

Parapsoriasis or mycosis fungoides, 208 

Pityriasis rubra pilaris, 207 

Psoriasis, aberrant type; case for diagnosis, 341 

Tuberculosis cutis orificialis, pulmonary tubercu- 
losis or tuberculosis of larynx, 208 


Laboratories, preparation of material for laboratory 
diagnosis of some tropical diseases of skin, *264 
Lacquer, Nail Lacquer: See Cosmetics 
Lane, C. G.: Keratosis palmaris et plantaris, 438 
Postwar graduate training in dermatology and syph- 
ilology, *378 
Lane, C. W.: Kaposi’s varicelliform eruption; re- 
port of 5 cases, *396 
LaRocco, C. G.: Cheilitis glandularis, 209 
Larynx, lupus vulgaris; tuberculosis ulcerosa orifi- 
cialis; tuberculosis of larynx; active pulmonary 
tuberculosis, 135 
tuberculosis cutis orificialis, pulmonary tubercu- 
losis or tuberculosis of larynx, 208 
Laymon, C. W.: Pemphigus erythematosus (Senear- 
Usher?), 432 
Legs: See also Extremities; Foot 
necrobiosis lipoidica diabeticorum or gangrenous 
pyoderma of, 432 
Ulcers: See Ulcers 
Leishmania tropica; cutaneous leishmaniasis (oriental 
sore) ; period of infectivity of saline suspensions 
of Leishmania tropica cultures kept at room 
temperature, *233 
Leishmaniasis, American, mutilating form of, *328 
American, of frambesial type, *394 
American; unsuccessful treatment with penicillin ; 
report of case, *324 
cutaneous, 335 
cutaneous, on Isthmus of Panama, *237 
cutaneous (oriental sore); incubation period, *231 
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Leishmaniasis — Continued 
cutaneous (oriental sore) period of infectivity of 
saline suspensions of Leishmania tropica cultures 
kept at room temperature, *2335 
cutaneous (oriental sore); vaccination against 
oriental sore with suspensions of killed Leish- 
mania tropica, *234 
vaccination against oriental sore; report of results 
of 555 inoculations, *239 
Lemon Grass Oil (Cymbopogon citratus or Andropogon 
citratus), dermatitis from, *54 
Leprosy, effect of grenz rays on leprous infiltrations 
report of attempt to influence leprous infiltrations 
by roentgen rays of long wavelength, *311 
experimental, effect ¢ sulfanilamide on, 47 
lepromatous type, 61 
neural (maculoanesthetic type); demonstration of 
histamine test, 142 
or tubereulid, 224 
Leukemia cutis, 205 
lymphatic, with bullous lesions, 143 
monocytic leukemia cutis, 132 
monocytic, with involvement of skin (patient 
deceased), 429 
Leukemid See Leukemia, lymphatic 


f 


Leukocytes: See Eosinophils; Leukemia: ete 
Leukoderma See Vitiligo 
Leukopathia: See Vitiligo 


Leukoplakia: See Mouth 
Levine, B.: Acne keloid, 51 
Dermatitis venenata due to tannins 
138 
Generalized progressive scleroderma, 6 years after 
sympathectomy, 285 
Milroy’s disease, 2 
Multiple steatomas (steatocystoma multiplex), 287 
Postwar graduate training in dermatology and 
syphilology, *378 
Syringoma, 228 
Tinea barbae and tinea corporis due to Micro 
sporum lanosum, 144 
Tinea corporis, with invasion of lanugo hair, 138 
Lewis, J. H. Treatment of trichophytosis with ethyl 
chloride, *243 
Lewisite: See Gas, poisoning 
Lice: See Pediculosis 
Lichen. exudative discoid aml lichenoid chronic 
dermatosis, 62 
planopilaris, 211 
planus; case for diagnosis, 338 
planus erythematosus, 128 
planus hypertrophicus secondary to trauma, 422 
planus involving finger nails, 146 
planus, linear, 129 
planus of mucous membranes; necrotic excoria 
tions, 225 
sclerosus et atrophicus, 55, 128, 216 
sclerosus et atrophicus (Hallopeau), 425 
sclerosus et atrophicus; report of its occurrence in 
Negro, *120 
sclerosus et atrophicus; scleroderma with bullae, 
330 
Simplex Chronicus: See Neurodermatitis 
striatus, 341 
Tropicus: See Miliaria 
Lichenification: See Neurodermatitis 
Light, eruptions caused by sunlight, 335 
Lingua: See Tongue 
Lipids: See Lipoids 
Lipodystrophy: See Fat 
Lipoidosis: See Lipoids; Xanthoma 
Lipoids: See also Fat 
metabolism; lipid proteinosis, 56 
necrobiosis lipoidica diabeticorum, 222 
necrobiosis lipoidica diabeticorum or gangrenous 
pyoderma of legs, 432 
necrobiosis lipoidica, with histologic picture of 
syphilis, 223 
Liponyssus: See Mites 
Lips, cheilitis glandularis, 209 
late secondary syphilis (7) (papillomatous papules 
of lower lip; ulcerated gumma of left inguinal 
area), 230 
Livedo reticularis; recurring ulcerations of ankles in 
summer, 213 
Liver, acute hepatitis with jaundice following ad- 
ministration of neoarsphenamine, 350 
extract in arsenical intolerance, 336 
function in therapeutic malaria, 203 
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Continued 
hepatitis with unusual concomitant mani- 
report of 2 cases, *31 


Liver- 
syphilitic 
festations ; 


Loewenthal, L. J. A.: Partial albinism and nystagmus 
in Negroes; report of 2 cases, *300 

Luetin Test: See under Syphilis 

Lungs, Tuberculosis: See Tuberculosis, pulmonary 


See 
See 
See 


under Syphilis 
Sarcoidosis 
also Tuberculosis 


Luotest : 
Lupoid: 
Lupus: 


erythematosus, 135 

erythematosus, acute disseminated; recovery with 
sulfanilamide, 49 

erythematosus, chronic disseminated, 214 

erythematosus, discoid, 214 

erythematosus, disseminated; 6 autopsied cases, 
203 

erythematosus disseminatus, late stage, with de- 
generative changes, 69 

erythematosus disseminatus or lupus pernio, 436 


997 
287 


annulare, 


erythematosus disseminatus, subacute, 
erythematosus, edematous, or granuloma 
424 
erythematosus; hyperpigmentation of face, 70 
erythematosus of face associated with psoriasis of 
body, 283 
erythematosus or 
cans, 72 
erythematosus or dermatomyositis, 64 
erythematosus or pellagra, 439 
erythematosus, spectrographic analysis of 
skin following treatment of, *315 
pernio or lupus erythematosus disseminatus, 
vulgaris, 218 
vulgaris or sarcoid, 431 
vulgaris; tuberculosis cutis, 
vulgaris; tuberculosis ulcerosa 
losis of larynx; active pulmonary 
135 
Lygranum: See Lymphogranuloma Venereum 
Lymph Nodes: See Leukemia, Jymphatic; ete. 
Lymphangioma circumscriptum; adenoma sebaceum 
(Pringle) ; psoriasis, 281 
Lymphangitis, Tropical: See Filariasis 
Lymphedema: See Edema, hereditary ; 
Penis 
Lymphoblastoma, 
mycosis fungoides? 142 
Lymphocytoma of nose, 141 
Lymphogranuloma, Hodgkin’s: 
ease 
Inguinale: See Granuloma inguinale ; Lymphogranu- 
loma Venereum 
Schaumann’s: See Sarcoidosis 
Lymphogranuloma Venereum, case for 
left postoperative anophthalmos ; 
choroiditis of right eye, possibly 
of, 137 
Lymphopathia 
Venereum 


acrodermatitis chronica atrophi- 


gold in 
436 
351 


orificialis; tubercu- 
tuberculosis, 


Elephantiasis ; 


case for diagnosis, 71, 135 


See Hodgkin's Dis- 


284 
and 
virus 


diagnosis, 
uveitis 
due to 
Lymphogranuloma 


Venereum : See 


MacKee, G. M.: Lymphatic leukemia with bullous 
lesions, 143 
Lymphocytoma of nose, 141 
MacViecar, D. N.: Acrodermatitis atrophicans chronica 


with stomatitis, 419 

Localized scleroderma, 210 

Lupoid sycosis, 421 

Madden, J. F.: Chronic recurring erysipeloid with 

probable phlebitis, 430 

Drug eruption; case for diagnosis, 430 

Gumma; case for diagnosis, 430 

Ichthyosis or Darier’s disease, 430 

Lupus vulgaris or sarcoid, 431 


Necrobiosis lipoidica diabeticorum or gangrenous 
pyoderma of legs, 432 ’ é 
vulgaris or dermatitis herpetiformis, 


Pemphigus 
429 


Madura Foot: See Mycetoma 
Mahoney, J. F.: Penicillin in treatment of syphilis, 
281 
Malaria, Therapeutic: See also Dementia Paralytica 
therapeutic; atrophy of optic nerve; jaundice fol- 
lowing malarial therapy, 343 
therapeutic, liver function in, 203 
Malayans, clinical manifestations of 


vitamin defi- 


ciencies as observed in Federated Malay States, 

*160 
Mammary Gland: 
Mantoux Reaction: 


See Breast 
See Tuberculosis 
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Mapharsen: See Arsenic and Arsenic 
Syphilis; ete. 
Mapharside: See Syphilis 


Markowitz, Xanthoma 


Compounds ; 


tuberosum multiplex 
respirator dermatitis, 335 

Masson Method: See Stains and Staining 

Measles and granuloma annulare, *323 


Medalia, L. S.: Superficial epitheliomatosis; report 
of case, *117 

Medicine, Military: See Military Medicine 

Meige’s Disease: See Edema, hereditary 

Melanin: See also Addison’s Disease; Melanoma 


Pigmentation 

pigmentation; melanosis of eyelids of undetermined 
origin; melanosis of Riehl (7), 

stimulating effect of adrenalectomy on hair growth 
and melanin deposition in black rats fed diets 
adequate and deficient in filtrate factors of 


vitamin B, 203 
Melanoma, cutaneous; clinical study of 60 cases, 
26 
Melanosis: See Melanin, pigmentation 
Meleda Disease: See Keratosis 
Mendelso&n, H. V.: Dermatitis from lemon grass oil 
citratus or Andropogon citratus), 


(Cymbopogon 
*34 


Dermatitis medicamentosa (phenolphthalein), 280 
Meningitis, biologic false positive spinal fluid Wasser- 
mann reactions associated with, 413 
Meningococci: See Meningitis 
Menopause; keratoderma climactericum (7) 
neurodermatitis, 215 
Mental Defectives: See Feeblemindedness 
Mercury, contact dermatitis produced by 
merthiolate, *123 
dermatitis from explosives, 414 
eczematous contact dermatitis due to mercurials; 
report of case of reaction to 10 per cent 


with 


tincture of 


ammoniated mercury ointment and associated 
with mercurial poisoning, *10 

Merthiolate: See Mercury 

Mesentery, neurofibromatosis of colon, small intestine 


in child, 46 
and Gold Compounds ; 


and mesentery 
Metals: See Gold 
etc. 
Meyer, G. P.: Atrophy of optic 
following malarial therapy, 343 
Chorioretinitis of congenital syphilis, 346 


Mercury ; 


nerve; jaundice 


Gumma of orbit, 348 
Interstitial keratitis; recurrence in first eye with- 
out involvement of second eye, 345 


Iridorecurrence resulting in loss of vision, 347 

Juvenile tabes; atrophy of optic nerve; involve- 
ment of seventh nerve, 343 

Juvenile tabes with rapidly progressing atrophy of 
optic nerve, 345 


Optic neuritis appearing during antisyphilitic ther- 
apy, 345 
Postneuritic atrophy of optic nerve in congenital 


syphilis, 345 


Psychic reaction of patient to blindness; blind man 


with “seeing eye” dog, 342 
Rapidly progressive atrophy of optic nerve in pa- 
tient with tabetic form of dementia paralytica, 
343 
Stationary (?) atrophy of optic nerve of 14 years’ 
duration, 
Syphilitic iritis; incidence; fever therapy; Herx- 
heimer reaction as diagnostic aid, 346 
Michelson, H. E.: Case for diagnosis, 431 
Microsporum lanosum, tinea barbae and_ tinea 
corporis due to, 144 
Miliaria, syringadenitis suppurativa tropicalis (com- 


plication of lichen tropicus) ; 
ance and etiologic 
to possible 
carbohydrate metabolism, 7 
Military Medicine: See also Gas, poisoning; etc. 
military dermatology, 335 


histologic appear- 
considerations particularly as 
relationship of ascorbic acid and 
127 


treatment of skin infections in Assam-Burma 
jungle, 334 
trench foot, 334 


Milium: See under Skin 

Miller, J. L.: Cutis hyperelastica, 53 
Sarcoidosis, 54 

Milroy’s Disease: See Eczema, hereditary 

Miskjian, H. G: Pyoderma faciale (O’Leary), 416 
Spiegler-Fendt sarcoid; case for diagnosis, 210 
Urticaria pigmentosa, adult type, 50 
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Mitchell, J. H 
diagnosis, 42 
Localized amyloidosis cutis, 62 
Localized myxedema, 427 
Psoriasis with apparent lichenification, 66 
Mites, rat mite dermatitis; ascariasis caused by 
tropical rat mite, Liponyssus bacoti Hirst, 1914, 
*90, 330 
Molds: See Fungi 
Moles: See Nevi 
Molluscum contagiosum; erythroplasia of Queyrat 


Epidermoid epithelioma; case for 


Mongolian Spot: See Pigmentation, cutaneous 
Moniliasis; avitaminosis, 139 
Monomethylstilbestrol Palmitate: See Estrogens 
Montgomery, H.: Case for diagnosis, 212 
Chronic disseminated lupus erythematosus, 214 


Cutaneous horns on verrucae vulgaris; woolly hair 
nevus; dental aplasia, 219 

Dermatomyositis, 214 

Discoid lupus erythematosus, 214 

Herpes zoster; Bell’s palsy of right side (Ramsey 


Hunt syndrome), 214 

Hidradenitis suppurativa of perianal 
conglobata, 217 

Hidradenitis suppurativa of scrotum and perianal 

i acne indurata; dissecting cellulitis of 
neck, 217 

Keratoderma climactericum (?) with 
titis, 215 

Lichen planopilaris, 211 

Lichen sclerosus et atrophicus, 216 

Livedo reticularis; recurring ulcerations 
in summer, 213 

Lupus vulgaris, 218 

Pityriasis rubra pilaris, 211 

Pyoderma gangrenosum with 
colitis, 217 

Rosacea-like tuberculid, 218 

Rosacea-like tuberculid of Lewandowsky ; 
medicamentosa (gold), 218 


region; acne 


neuroderma- 


f ankles 


chronic ulcerative 


dermatitis 


Tertiary syphilis: periostitis and gummas of tibial 
regions and left arm, 219 
Montgomery, M.: Familial benign chronic 


pemphigus, 53 
Mooney, J. L.: Epidermolysis bullosa, *167 
Morginson, W. J.: Treatment of trichophytosis 

ethyl chloride, *243 
Morphea: See Scleroderma 
Mouth: See also Stomatitis; ete. 

dyskeratosis congenita with pigmentation, dystrophia 
unguium and leukoplakia oris (Cole and others) : 


with 


report of cases of 2 brothers, with improvement 
in leukoplakic patches in 1 with androgenic 
medication, *191 

localized pemphigus vulgaris of eyes, mouth and 
left breast, 350 

lupus vulgaris; tuberculosis ulcerosa  orificialis; 
tuberculosis of larynx; active pulmonary tuber- 
culosis, 135 

tuberculosis cutis orificialis, pulmonary tubercu- 
losis or tuberculosis of larynx, 208 

Mucous Membrane: See also Lips; Mouth; Nose 

etc. 

contact testing of buccal mucous membrane for 


stomatitis venenata, *79 
generalized cCermatitis herpetiformis 
membrane involvement, 353 
lichen planus of; neurotic excoriations, 225 
Mustard Gas: See Gas, poisoning 
Mycetoma of foot, 352 
Mycobacteria: See Bacteria 
Mycosis: See also Actinomycosis ; 
Mycetoma; Tinea; etc. 
cutaneous ; dermatophytosis 
dermatitis, 415 
cutaneous; dermatophytosis in industry, *170 
cutaneous; treatment of trichophytosis with 
chloride, *243 
fungoides, 202, 228 
fungoides; case for diagnosis, 225 
fungoides; lymphoblastoma, 142 
fungoides or parapsoriasis, 208 
Myiasis, furuncular, *36 
Myxedema, circumscribed, 341 
localized, 427 
report of 2 cases of myxedema with extreme hyper- 
cholesteremia; 1 complicated by xanthoma tu- 
berosum, 415 


with mucous 


Moniliasis ; 


and occupational 


ethyl 
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Nail Polish: See Cosmetics 
Nails, abnormalities; pachyonychia congenita, 138 
dyskeratosis congenita with pigmentation, dystrophia 
unguium and leukoplakia oris (Cole and others) ; 
report of 2 brothers, with improvement 


cases of 2 
in leukoplakic patches in 1 with androgenic 


medication, *191 
dystrophia unguium mediana canaliformis; report 
of case, *267 
lichen planus involving finger nails, 146 
nevus of; case for diagnosis, 57 
Nares: See Nose 
Neck, dermatitis herpetiformis (localized on neck) 


6s 

hidradenitis suppurativa of scrotum and perianal 
region; acne indurata; dissecting cellulitis of 
neck, 217 


nevus unius lateris on left cheek, scalp and neck, 
999 


Necrobiosis lipoidica diabeticorum, 222 
lipoidica diabeticorum or gangrenous 
legs, 432 
lipoidica, with histologic picture of 
Negroes, lichen scleresus et atrophicus ; 
occurrence in Negro, *120 


pyoderma of 


syphilis, 22 
report of fs 


partial albinism and nystagmus in, *300 
Neoarsphenamine: See Arsphenamines; and under 


names of various diseases, as Syphilis; ete. 
Neoplasms: See Cancer; Sarcoma; Tumors 
Nerves: See also Nervous System; Neuritis; 
linear scleroderma, following course of 
with muscular atrophy, 59 
neural leprosy (maculoanesthetic type) ; 


Paralysis 
nerves 


demonstra 


tion of histamine test, 142 

optic, atrophy; jaundice following malarial ther 
apy, 343 

optic, atrophy; juvenile tabes; involvement of 
seventh nerve, 343 


optic, atrophy; psychic reaction of patient to blind- 


ness; blind man with “seeing eye’ dog, 342 
optic, juvenile tabes with rapidly progressing 


atrophy of, 345 


optic; postneuritiec atrophy in congenital syphilis, 
345 
optic: rapidly progressive atrophy in patient with 
tabetic form of dementia paralytica, 343 
optic; stationary (?) atrophy of 14 years’ duration 
344 
Nervous System: See also Nerves; etc. 
secondary syphilis, with asymptomatic centra\ 
nervous system progression, 133 
Syphilis: See Neurosyphilis 
Netherton, E. W.: Adenoma sebaceum, 420 
Lichen striatus, 341 


Neuritis, optic, appearing during antisyphilitic ther 
apy, 345 


postneuritic atrophy of optic nerve in congenital 
syphilis, 345 
Neurodermatitis, psoriasis with apparent lichenifica 


tion, 66 
with keratoderma climactericum 
Neurofibromatosis of colon, 
mesentery in child, 46 

with pregnancy, 206 
Neurosyphilis: See also Dementia Paralytica; Nerves 
optic; Tabes Dorsalis 
psychic reaction of patient to blindness; blind man 
with “‘seeing eye’’ dog, 342 
syphilis of central nervous system, 47 
tertiary syphilis; gumma, 434 
Nevi: See also Angioma 
anemicus (Voerner), *374 
connective tissue nevus, *183 
cutaneous horns on verrucae vulgaris; woolly hair 
nevus; dental aplasia, 219 
generalized nevus linearis, 222 
linear; case for diagnosis, 337 
lipodystrophy in, 283 
of nails; case for diagnosis, 57 


215 


intestine 


(?), 


small and 


pigmented papilloma of skin, 271 
sebaceus, and milium-like lesion respectively ih 


apparently identical twins, 67 
unius lateris on left cheek, scalp and neck, 222 
Vascular: See Angioma 
Newborn Infants: See Infants, newborn 
Nicolas-Favre Disease: See Lymphogranuloma Vene- 
reum 
a P. H.: Contact eczema due to nail polish, 
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Nipples See Breast 
Nitroaniline, 


Nitrotoluene, dermatitis from explosives, 414 
Nodes See also Erythema nodosum; Panniculitis; 
ete, 
juxta-articular, *105 
Nomenclature, pigmented papilloma of skin, 271 
Nomland, R Cholinogenic urticaria and cholinogeni 
itching, *247; correction, 442 
Noon, Z. B Tuberous sclerosis; report of case 
Nose, granuloma annulare; case for diagnosis, 352 
lymphocytoma of, 141 
membranous inflammation of oropharynx, nose and 
conjunctiva due to sulfathiazole, 44% 
Nutrition: See Food; Vitamins: etc 
Nystagmus and partial albinism in Negroes; report 
of 2 cases, *300 


Obesity: See also Adiposis dolorosis 
effect of high-fat test meal on blood cholesterol 
in normal and obese individuals, 203 


ARIES 
Biddle, Andrew P., 124, 333 
Blaisdell, John Harper, 330 
Dillingham, Frederick H., 230, 270 
Gager, Edward C., 124 
Kingsbury, Jerome, 124, 33 
Ludy, John Borneman, 230, 410 
Van Dyck, Laird Sumner, 124, 411 


Occupational Diseases: See under Industry 
O'Farrell, N. M Granuloma annulare and measles 
$292 


Ohmart, L. M. Sulfur in dermatologic preparations, 


Wil, dermatitis from cutting oils, solvents and di 
electrics, including chloracne, 414 
Ointments: See also Skin, diseases 
coal tar in dermatologic preparations, 124 
sulfur in dermatologic preparations, *8 
O'Leary, P. A.: Case for diagnosis, 212 
Chronic disseminated lupus erythematosus, 214 
Cutaneous horns on verrucae vulgaris: woolly hair 
nevus; dental aplasia, 219 
Dermatomyositis, 214 
Discoid lupus erythematosus, 214 
Herpes zoster; Bell’s palsy of right side (Ramsey 
Hunt syndrome), 214 
Hidradenitis suppurativa of perianal region; acne 
conglobata, 217 
Hidradenitis suppurativa of scrotum and _ perianal 
region; acne indurata; dissecting cellulitis of 
neck, 217 
Keratoderma climactericum (7) with neuroderma- 
titis, 215 
Lichen planopilaris, 211 
Lichen sclerosus et atrophicus, 216 
Livedo reticularis; recurring ulcerations of ankles 
in summer, 213 
Lupus vulgaris, 218 
Pityriasis rubra pilaris, 211 
Pyoderma gangrenosum with chronic ulcerative 
colitis, 217 
Rosacea-like tuberculid, 218 
Rosacea-like tuberculid of Lewandowsky ; dermatitis 
medicamentosa (gold), 218 
Tertiary syphilis; periostitis and gummas_ of 
tibial regions and left arm, 219 
Oleoresin: See Rhus, poisoning 
Oliver, E. A.: Nevus of nails; case for diagnosis, 
oe 
Omens, D. V.: Erythema annulare centrifugum, 60 
Sarcoid (Boeck), 427 
Sarcoidosis, 59 
Omens, H. D.: Erythema annulare centrifugum, 60 
Sarcoid (Boeck), 427 : 
Sarcoidosis, 59 
Onchocerciasis, American, *385 
Onychia: See Nails 
Onychodystrophy: See Nails 
Onycholysis: See Nails 
Oppenheim, M.: Macular atrophy, 64 
Pemphigus vulgaris in remission after treatment 
with acetarsone, 65 
Optic Disk: See Nerves, optic 
Orbit, gumma of, 348 
Oriental Sore: See Leishmaniasis 


dermatitis from explosives (tetryl), 
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Oropharynx See Pharynx 
Ostwald, E Hyperpigmentation of face (lupus « 
thematosus’), 70 
Otsuka, M.: Besnicr-Boeck sarcoid, 58 
Kaposi's sarcoma associated with malignant tumor 
of colon, 61 
Pityriasis rubra pilaris; case for diagnosis, 57 
Sarcoid:; case for diagnosis, !25 
Sarcoidosis, 59 
Vitamin A deficiency; case for diagnosis, 61 


Pachyonychia: See Nails, abnormalities 


Padutin: See Scleroderma 

Palsy: See Paralysis 

Panniculitis, relapsing febrile nodular nonsup 
panniculitis (Weber-Christian disease), 1 

Papilloma, pigmented, of skin, 27 

Paraaminobenzoie Acid See Alopecia areata 


Paralysis, Bell’s: See Paralysis, facial 
cranial nerve palsies with horpes following general 


anesthesia, 275 


facial; herpes zoster: Bell's palsy of right side 
(Ramsey Hunt syndrome), 214 
General: See Dementia Paralytica 


Parapsoriasis, 435 
Boeck’s sarcoid, tuberculid or urticaria pigmentosa 
136 
or mycosis fungoides, 208 
Paresis : See Dementia Paralytica 
Patch Test: See Anaphylaxis and Allergy 
earl: Psoriasis with apparent lichenification, 66 
Peck, S. M Dermatophytosis in industry, *170 
Pediculosis, cutaneous reactions due to body louse 
(Pediculus humanus), 126 
treatment for pediculosis capitis, 127 
treatment of pediculosis pubis with pyrethrum, 127 
Pellagra: See also Riboflavin 
or lupus erythematosus, 439 
Pemphigus: See also Epidermolysis bullosa 
erythematosus (Senear-Usher:), 71, 482 
familial benign chronic, 53 
familial hereditary, 147 
foliaceus, 337 
vegetans or dermatitis factitia, 422 
vulgaris, 437 
vulgaris, dermatitis herpetiformis 
multiforme, 130 
vulgaris; favorable results from treatment with 
acetarsone, 140 
vulgaris in remission after treatment with acetar- 
sone, 65 
vulgaris, localized, of eyes, mouth and left breast 
350 
vulgaris or dermatitis herpetiformis 429 
Penicillin, absorption, excretion and distribution, 335 
contact dermatitis from amorphous sodium penicil- 
lin, *328 
dermatitis from; report of 2 cases, *326 
early syphilis masked and delayed by penicillin in 
treatment of gonorrhea, *200 
in treatment of simultaneous infections of syphilis 
and gonorrhea, *246 
recurrent vesicular eruptions appearing during ad- 
ministration of penicillin, *6 
suppression of syphilis by penicillin therapy of 
gonorrhea, *269 
Therapy: See also Gonorrhea; Impetigo contagi- 
osa; Leishmaniasis: Syphilis: etc. 
therapy, local, 202, 330 
toxicity and efficacy of, 273 
Penis, erythroplasia of Queyrat; molluscum contagi- 
osum, 129 
granuloma inguinale with lymphedema of prepuce 
and penis due to searring, 277 
zinc peroxide: new drug for rapidly curing swollen 
prepuce, 271 
Periarteritis nodosa, additional evidence of role of 
hypersensitivity in etiology; another case asso- 
ciated with sulfonamide reaction, 47 
nodosa, experimental demonstration that it is 
manifestation of hypersensitivity, 125 
Perifolliculitis abscedens et suffodiens, 280 
Periostitis, tertiary syphilis; periostitis and gum- 
mas of tibial regions and left arm, 219 
Perlstein, M. O.: Exudative discoid and lichenoid 
chronic dermatosis, 62 
Personality, psychic reaction of patient to blindness: 
blind man with “seeing eye’’ dog, 342 
Perspiration: See under Sweat Glands 


erythema 
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Pharsysnx, membranous inflammation of oropharynx 
nose and conjunctiva due to sulfathiazole, 49 
Phenolphthalein and Phenolphthalein Derivatives 

dermatitis medicamentosa (phenolphthalein), 280 
PVhlebitis, chronic recurring erysipeloid with probabl 
plebitis, 430 
Photosensitization: See under Light 
Phrynoderma: See Keratosis 
Phthirus Pubis: See Pediculosis 


Physicians: See also Biographies; Obituaries: et 

dermatologists of United States and Canada in 
active service in present war; supplementary 
list, 406 

postwar graduate training in dermatology and 
syphilology, *378 

Pigmentation See also Addison’s Disease; Hair 


Melanin; Nevi; Xeroderma pigmentosum; etc 

and arsenical keratoses, 420 

cutaneous; blue nevus, or mongolian spot, 417 

dyskeratosis congenita with pigmentation, dystro 
phia unguium and leukoplakia oris (Col nd 
others) ; report of cases of 2 brothers, with im 
provement in leukoplakie patches in 1 with an- 
drogenic medication *191 

hyperpigmentation of case (lupus erythematosus?), 
70 


‘ 
Pinta, White: See Vitiligo 
Piorkowski, F. O.: Nevus anemicus (Voerner), *374 
Pityriasis, Lichenoides: See Parapsoriasis 
rosea, *201 
rubra pilaris, 207, 211 
rubra pilaris; case for diagnosis 
Pleurisy, syphilitic hepatitis with unusual concomi- 
tant manifestations: report of 2 cases, *31 
Poikiloderma atrophicans vasculare, 418 
atrophicans vasculare; skin disease and cataract 
205 
Rothmund syndrome, 147 
scleropoikiloderma with calcinosis cutis, Raynaud- 
like syndrome and atrophoderma, *254 
Poison Ivy: See Rhus, poisoning 
Poisons and Poisoning: See Dyes: and under names 
of substances, as Gas; Mercury; etc. 
Polyarteritis Nodosa: See Periarteritis nodosa 
Poradenitis: See Lymphogranuloma Venereum 
Porokeratosis: See Keratosis 
Postgraduate Education: See Education 
Postwar Plans: See under War 
Pregnancy with neurofibromatosis, 206 
Prepuce: See Penis 
Prickly Heat: See Miliaria 
Pringle’s Disease: See Sebaceous Glands 
Printz, D. R.: Acrodermatitis chronica atrophicans 
cardiovascular disease (arteriosclerosis), 209 
Adenoma sebaceum, dermatosis papulosa nigra 
erythema induratum or cutaneous gummas; pul- 
monary tuberculosis, 206 
Neurofibromatosis with pregnancy, 206 
Papulonecrotic tuberculid; treated primary syph- 
ilis, 207 
Parapsoriasis or mycosis fungoides, 208 
Pityriasis rubra pilaris, 207 
Tuberculosis cutis orificialis, pulmonary 
losis or tuberculosis of larynx, 208 
Protein in Blood: See Blood, proteins 
Proteinosis, Lipid: See Lipoids, metabolism 
Prurigo of Hebra (severe type), *113 
Pruritis. cholinogenie urticaria and 
itching, *247; correction, 442 
vulvae, ptosis of kidney as cause of, *405 
Pseudoxanthoma elasticum, 2 cases, 51 
elasticum (variant form), 417 
Psoriasis, aberrant type: case for diagnosis, 341 
adenoma sebaceum (Pringle); lymphangioma cir- 
cumscriptum, 281 
case for diagnosis. 441 
effects of change of climate on diseases to which 
certain patients are prone, 335 
epitheliomatosis; arsenical keratosis, 339 
limited to palms and soles, 145 
local treatment by choline chloride; report of 2 
eases, *250 
lupus erythematosus of face associated with psori- 
asis of body, 283 
or contact dermatitis, 145 
or psoriasiform eczematides, 60 
pustular, 52 
treatment with sarsaparilla compound, *23 
with apparent lichenification, 66 


tubercu- 


cholinogeni« 


50 45 


Ptosis: See Kidneys 
Purpura and pityriasis rosea, *201 
aplastic anemia with acute agranulocytosis, throm 
bopenic purpura and complicating mapharsen 
therapy; report of case, with pathologic obser 
vations, *320 
scurvy, rheumatic purpura (Henoch) or dermatitis 
medicamentosa (sulfathiazole), 438 
Pyoderma, eczematous, sulfathiazole in: sensitiza 
tion reaction to successive local and oral ther 
apy; report of 12 cases, 126 
faciale (O'Leary), 416 
gangrenosum, 338 


gangrenosum with chronic ulcerative colitis, 217 
Kaposi's varicelliform eruption: report of 5 cases 
#596 


Kaposi's varicelliform eruption review of lite: 
ature and report of 2 cases of its occurrence In 
adults, *99 

lipoidica 

pyoderma of legs, 

I'yorrhea alveolaris; s¢ 

mycosis, 47 

Pyrethrum See 


necrobiosis diabeticorum or gangrenous 


ce of infection in actino 
Pediculosis 


Quinacrine hydrochloride, dermatitis venenata due 


to, 140 


Races: Sce Hindus; Negroes: et 
Radiations: See Roentgen Rays: et 
Radiodermatitis: See under Roentgen Rays 
Radium Therapy: See Hemangioma 
Rat Mites: See under Mites 
Kattner, H Acrodermatitis continua, 65 
Leprosy (lepromatous type), 61 
Psoriasis or psoriasiform eczematides, 60 
Raynaud’s Disease, scleropoikiloderma with calcin 
osis cutis, Raynaud-like syndrome and atropho 
derma, *254 
von fecklinghausen’s 
matosis 
Resins, dermatitis due to nail polish; study of 26 
cases with chief allergenic component toluene 
sulfonamide formaldehyde resin and related sub 
stances, *39 
Respirator: See Masks 
Retina, adenoma sebaceum (Pringle type); tuberous 
sclerosis with epilepsy (epiloia); mental re 
tardation; fundus changes, 284 
blood supply, angioid streaks of fundus ocull, 203 
blood supply; pseudoxanthoma elasticum; 2 cases, 


Disease : See Neurofibro- 


blood supply; pseudoxanthoma elasticum (variant 
form), 417 
Retinochoroiditis ; 
ilis, 346 
Rhinophyma, with new etiologic and therapeutic con- 
siderations, 48 
Khus, polsoning; poison ivy smoke; experiments de- 
monstrating that poison ivy smoke is not cause 
of clinical ivy dermatitis, *306 
Riboflavin: See also Pellagra; Vitamins, B 
studies of B vitamins in human subject; failure 
of riboflavin therapy in patients with accepted 
picture of riboflavin deficiency, 203 
Rickettsia: See Rocky Mountain Spotted Fever 
Riordan, T. J.: Epidermolysis bullosa, 279 
Granuloma inguinale with lymphedema of prepuce 
and penis due to scarring, 277 
Ritter’s Disease: See Dermatitis, exfoliativa 
tockwood, E. M.: Keratosis palmaris et plantaris, 
438 
Pemphigus vulgaris, 437 
Rocky Mountain Spotted Fever, 132 
Roentgen Rays dermatitis, therapy of, 127 
Therapy: See Roentgenotherapy; and under names 
of organs, regions and diseasts 
Roentgenotherapy, exit dose in dermatologic roentgen 
therapy, *355 
Rosen, I Lichen planus of mucous membranes: 
neurotic excoriations, 225 
Lymphoblastoma; case for diagnosis, 135 
Necroblosis lipoidica, with histologic picture of 


chorioretinitis of congenital syph- 


syphilis, 223 
Rosenbach Disease: 
Rostenberg, A., Jr.: 


See Erysipeloid 
Local penicillin therapy, 330 
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Rothman, S Hereditary ectodermal dysplasia, 67 
Linear scleroderma, following course of nerves, 
with muscular atrophy, 59 
Melanosis of eyelids of undetermined 
lanosis of Riehl (7), 423 
Rothmund’s Syndrome: See 
Rubin, G.: Dyskeratosis congenita with pigmenta- 
tion, dystrophia unguium and leukoplakia oris 
(Cole and others) ; report of cases of 2 brothers, 
with improvement in leukoplakic patches in 1 
with androgenic medication, *191 


origin; me- 


Cataract; Poikiloderma 


Sagher, F.: Effect of grenz rays on leprous infil- 
trations; report of attempt to influence leprous 
infiltrations by roentgen rays of long wavelength, 
*311 

Samitz, M. H.: Eczematous contact dermatitis due 
to mercurials; report of case of reaction to 10 
per cent ammoniated mercury ointment and as- 
sociated with mercurial poisoning, *10 

Sarcoidosis, 54, 59, 229 

Besnier-Boeck sarcoid, 58 
Boeck’s sarcoid in old scar, 58 
Boeck’s sarcoid, parapsoriasis, 
caria pigmentosa, 436 
lupoid sycosis, 421 
lupus vulgaris or sarcoid, 431 
sarcoid (Boeck), 427 
sarcoid, case for diagnosis, 
serum proteins in sarcoid; 


tuberculid or urti- 


425 
electrophoretic studies, 


46 
skin _ Sensitivity to mycobacterial tuberculosis in, 
12 
Splegler-Fendt sarcoid; case for diagnosis, 210 
Sarcoma: See also Cancer; Tumors; and under 
names of tumors 
carcinoma which simulates sarcoma; study of 110 


specimens from various sites, 271 
Kaposi’s, agsociated with malignant 

colon, 61 
Kaposi’s, or 


tumor of 


angioma, 434 


Sarsaparilla, Therapy: See Psoriasis 
Saunders, H. C.: Granuloma inguinale, involving 
anal canal and necessitating colostomy, 277 


Saunders, T. §S. Dermatitis from Tyroglyphidae in 
handle rs of straw, *245 
Favorable effects of vitamin A in 
long duration, *199 
Rosacea in twins, *269 
Treatment of psoriasis with sarsaparilla compound, 
*23 
Scabies, 
rapid treatment for, 
Scalp, Diseases: See 
Seborrhea ; etc. 
nevus unius lateris on 


996 


case of acne of 


Norwegian, 439 

979 

under names of diseases, as 


left cheek, scalp and neck, 
Sears: See Cicatrix 
Schaumann’s Disease: 
Schildkraut, J. M.: 
garis, 351 
Xanthomatosis, juvenile, 


See Sarcoidosis 


Tuberculosis cutis; lupus vul- 


348 


Schmidt, 0. E. L.: Erythema multiforme; case for 
diagnosis, 70 

Schoch, A. G.: Local penicillin therapy, 202 

Schwartz, H. J.: Multiple steatomas (steatocystoma 


multiplex), 287 
Schwartz, L.: Dermatophytosis in industry, *170 
Unusual form of occupational dermatitis; report of 
outbreak in plant manufacturing hydrochloric 
acid, *25 
Schweig, J.: Erythema elevatum diutinum (Crocker- 
Williams type), 220 
Scientific Exhibit, American Medical Association, 412 
Scleredema: See Scleroderma 
Sclerema: See Scleroderma 
Sclerodactylia: See Scleroderma 
Scleroderma, bandlike, 72 
circumscribed (morphea), 424 
generalized progressive, completely relieved by di- 
hydrotachysterol, 22 


generalized progressive, lesions of esophagus in, 
126 


generalized progressive, showing sclerodactylosis in 
advanced stage responding to insulin-free, pan- 
creatic extract (padutin), 

generalized progressive, 
ectomy, 285 

linear, 149 


6 years after sympath- 
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Scleroderma—Continued 


linear, following course of nerves, with muscular 
atrophy, 

localized, 210 

localized, with calcification, 286 

morphea or macular atrophy, 440 

scleropoikiloderma with calcinosis cutis, Raynaud- 


like syndrome and atrophoderma, *254 
skin disease and cataract, 205 
superficial morphea; case for 
with bullae, 330 

Sclerosis: See also 
adenoma sebaceum (Pringle type) ; tuberous scler- 
osis with epilepsy (epiloia) ; mental retardatic 

fundus changes, 284 
tuberous; report of case, 

Scrofuloderma: See Tuberculosis 
Scrotum, hidradenitis suppurativa 
perianal region; acne indurata; 

litis of neck, 217 


diagnosis, 422 


Arteriosclerosis 


*96 


of scrotum and 
dissecting cellu- 


Scull, R. H.: Epidermoid epithelioma; case for 
diagnosis, 424 
Scurvy: See also Ascorbic Acid 
rheumatic purpura (Henoch) or dermatitis medica- 


438 
recurring 


mentosa (sulfathiazole), 
Seasons, livedo reticularis; 
ankles in summer, 213 
Sebaceous Glands, adenoma sebaceum, 420 
adenoma sebaceum, dermatosis papulosa nigra, ery- 
thema induratum or cutaneous gummas; pul- 
. monary tuberculosis, 206 
adenoma sebaceum (Pringle type); tuberous scler- 
osis with epilepsy (epiloia) ; mental retardation; 
fundus changes, 284 
effects of sex hormones on body growth, skin, 
and sebaceous glands in rat, 204 
nevus sebaceus and milium-like lesions respectively 
in apparently 7 


ulcerations of 


hair 


identical twins, 67 
tuberous sclerosis; report of case, *96 
Seborrhea, effects of change of climate on 

to which certain patients are prone, 335 
Section on Dermatology and Syphilology, American 
Medical Association, 230, 412 
“Seeing Eye’ Dog: See Blindness 
Self Mutilation, lichen planus of mucous membranes; 
neurotic excoriations, 225 
neurotic excoriations, 441 
pemphigus vegetans or dermatitis factitia, 422 
Selye, H.: Effect of folliculoid hormones on ab- 
normal skin; further observations of effect of 
estradiol on skin of mice of rhino, hairless and 
naked strains, *261 
Senear, F. E.: Exudative 
chronic dermatosis, 62 
Hemangioendothelioma, 426 
Lupus erythematosus or dermatomyositis, 64 
Superficial morphea; case for diagnosis, 422 
Senear-Usher Syndrome: See Pemphigus 
Septicemia: See Bacteria, erysipelothrix 
Shafer, B.: Early syphilis masked and delayed by 
penicillin in treatment of gonorrhea, *200 
Shafer, J. C.: Addison’s disease, 133 
Erythema induratum, 131 
of Queyrat ; 
12 


diseases 


discoid and lichenoid 


molluscum contagiosum, 
Glossitis rhombica mediana, 133 
Keratosis follicularis, 131 


Lichen planus erythematosus, 128 


Lichen sclerosus et atrophicus, 128 

Linear lichen planus, 129 

Monocytic leukemia cutis, 132 

Pemphigus vulgaris, dermatitis herpetiformis or 


erythema multiforme, 130 
Porokeratosis, 131 
Pseudoprimary tuberculous complex, 130 


Rocky Mountain spotted fever, 132 
Secondary syphilis, with asymptomatic central 


nervous system progression, 133 
Xeroderma pigmentosum with multiple epitheliomas 
of skin, 132 
SS. H.: Coal tar in dermatologic preparations, 


Short Waves: 
gions 
Silverberg, M.: Erythema multiforme or derma- 
titis medicamentosa, possibly caused by mono- 

methylstilbestrol palmitate, 136 

Lupus vulgaris; tuberculosis ulcerosa orificialis: 
tuberculosis of larynx; active pulmonary tuber- 
culosis, 135 


See under names of organs and re- 


INDEX 


Silvers, S. H.: Contact dermatitis from amorphous 
sodium penicillin, *328 
Skeer, J.: Erythema multiforme 

diagnosis, 22 
Generalized nevus linearis, 222 
Necrobiosis lipoidica diabeticorum, 222 
Nevus unius lateris on ieft cheek, scalp and neck, 
999 


bullosum; case for 


Skin: See also Dermatology 
Abnormalities: See also Atrophy; 
fect; Pigmentation; etc. 
abnormalities; cutis elastica, 285 
abnormalities; cutis hyperelastica, 
abnormalities ; syndrome of cutaneous fragility and 
hyperelasticity and articular hyperlaxity, 125 
allergic dermatoses due to food hypersensitivity 
report of delayed skin reaction following intra- 
cutaneous inoculation of autoserum, 125 
Atrophy: See Atrophy 
Blood Supply: See Capillaries 
Cancer: See Cancer; Epithelioma; Sarcoma; ete 
coal tar in dermatologic preparations, 124 
combined Bodian and Masson. staining 
applied to, *361 
cutaneous melanomas ; 
126 
Diphtheria : 


Ectodermal De 


method 
clinical study of 60 cases, 


See under Diphtheria 
Diseases: See also Dermatitis; and under names 
of diseases, as Eczema; Herpes; Mycosis; ete. ; 
and under names of plants and drugs, as Ars 
phenamines; Rhus; ete. 
diseases and cataract, 205 
diseases ; desert sore, 335 
diseases; Erysipelothrix rhusiopathiae infection in 
swine and in human beings; comparative study 
of cutaneous lesions, *151 
diseases; exit dose in dermatologic roentgen ther 
apy, *355 
diseases; juvenile 
dermatosis, 414 
diseases; local penicillin therapy, 202 
diseases; military dermatology, 5 
diseases; preparation of material for laboratory 
diagnosis of some tropical diseases of skin, *264 
diseases; treatment of skin infections in Assam 
Burma jungle, 33 
diseases, use of coal tar in treatment, 48 
effect of folliculoid hormones on abnormal skin 
further observations of effect of estradiol on 
skin of mice of rhino, hairless and naked 
strains, *261 
effects of sex hormones on body growth, skin, hair 
and sebaceous glands in rat, 204 
Gangrene: See Gangrene 
hazards of external use of sulfonamide compounds 
*289 
Hemorrhage: See Purpura 
Inflammation: See Dermatitis 
monocytic leukemia with involvement of skin 
(patient deceased), 429 
multiple epidermal cysts, 435 
nevus sebaceus and milium-like lesion respectively 
in apparently identical twins, 67 
percutaneous administration of vitamin K, 46 
Pigmentation: See under Pigmentation 
pigmented papilloma of, 27 
spectrographic analysis of gold in skin following 
treatment of lupus erythematosus, *31; 
sulfur in dermatologic preparations, *8 
Syphilis: See Syphilids 
Tuberculosis: See Tuberculids ; 
Tumors: See under Tumors 
Ulcers: See Ulcers 
xeroderma pigmentosum with multiple epitheliomas 
of, 132 
Slepyan, A. H.: Multiple painful and painless glomus 
tumors, *179 
Smith, D. C.: Addison’s disease, 133 
Erythema induratum, 131 
Erythroplasia of Queyr 
sum, 129 
itis rhombica mediana, 133 
Keratosis follicularis, 151 
Lichen planus erythematosus, 128 
Lichen sclerosus et atrophicus, 128 
Linear lichen planus, 129 
Monocytic leukemia cutis, 132 
Pemphigus vulgaris, dermatitis 
erythema multiforme, 130 
Porokeratosis, 13 


cataract in association with 


on 


Tuberculosis 


at; molluscum contagio 


herpetiformis ¢ 
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Smith, D. C.—Continued 
Pseudoprimary tuberculous complex, 130 
Rocky Mountain spotted fever, 132 
Secondary syphilis, with asymptomatic central ner 
vous system progression, 133 
Xeroderma pigmentosum with multiple epitheliomas 
of skin, 132 
Smith, E. M., Jr. 
phea), 424 
Smith, L. M.: Use of sulfathiazole suspension in 
isolation of fungi, *199 
Smoke, poison ivy smoke experiments demonstrating 
that poison ivy smoke is not cause of clinical 
ivy dermatitis, *306 
Snow, J. S Unsuccessful treatment of American 
leishmaniasis with penicillin; report of case, 
*324 
Sobel, N. Granuloma inguinale; syphilis, 2 
Societies, American Board of Dermatology an 
ilology, 74, 270 
dermatologic, directory of, 76 
foreign, directory of, 76 
international, directory of, 76 
local, directory of, 77 
national, directory of, 76 
sectional, directory of, 76 
state, directory of, 76 


Circumscribed scleroderma (mor 


TRANSACTIONS 

Baltimore-Washington Dermatological Society, 128 
Brooklyn Dermatological Society, 220 

Chicago Dermatological Society, 55, 422 

Cleveland Dermatological Society, 50, 206 37 


Los Angeles Dermatological Society, 145, 439 
Manhattan Dermatologie Society, 67 
Metropolitan Dermatological Society, 52, 
Minnesota Dermatological Society, 211, 4 
New England Dermatological Society, 433 
New York Academy of Medicine, Section of Der 
matology and Syphilis, 133, 223, 27 

New York Dermatological Society, 138, 22 
Philadelphia Dermatological Society, 3 
San Fran¢isco Dermatological Society, 69 


Sodium Thiosulfate: See Eczema 
Solvents, dermatitis from cutting oils, solvents and 
dielectrics, including chloracne, 414 
Spectrum Analysis, spectrographic analysis of gold 
in skin following treatment of lupus erythem 
atosus, *315 
Spiegel, L.: Bullous exfoliative dermatitis due to 
arsenic, 278 
Spiegler-Fendt Sarcoid: See Sarcoidosis 
Spirochaeta Pallida: See also Syphilis 
spirochaetal survival in frozen plasma, 46 
Splenectomy, use of splenectomized and nonsplen 
ectomized mice in production of experimental 
syphilis in rabbits, 413 
Stains and Staining, combined Bodian and Masson 
staining method applied to skin, *361 
Steatoma, multiple (steatocystoma multiplex), 287 
Steiner, K. Connective tissue nevus, *183 
Stenhouse, E. E.: Lipid proteinosis, 56 
Stern, E. C.: Granuloma of undetermined cause 
case for diagnosis, 419 
Pyoderma faciale (O'Leary), 416 
Urticaria pigmentosa, adult type, 50 
Stevens-Johnson Disease: See Erythema multiforme 
Stewart, R. A.: Lymphoblastoma; case for diag 
nosis, 71 
Stilbestrol : See 
Stoklosa, M. J.: 
rations, *8 
Stomatitis: See also Foot and Mouth Disease 
aphthous; triple symptom complex of Behcet; 
report of case, *37 
clinical manifestations of vitamin deficiencies as 
observed in Federated Malay States, *160 
venenata, contact testing of buccal mucous mem 
brane for, *79 
with acrodermatitis atrophicans chronica, 419 
Straw, dermatitis from Tyroglyphidae in handlers 
of, *245 
Strawberry Nevi: See Angioma 
Strickler, A.: Ptosis of kidney as cause of pru- 
ritus vulvae, *405 
Treatment of eczematous contact dermatitis with 
intravenous injections of sodium thiosulfate, *251 


Estrogens 


Sulfur in dermatologic prepa 
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Siubenrauch, C. H., Jr.: Hemangioendothelioma, 424 
Keratosis follicularis, 61 
Lupus erythematosus or dermatomyositis, 64 
Superficial morphea; case for diagnosis, 422 
Sudoriparous Glands: See under Sweat Glands 
Sulfanilamide: See Leprosy; Sulfonamides 
Sulfapyridine: See Impetigo herpetiformis; Sulfon 
amides 
Sulfathiazole: See Sulfonamides 
Sulfonamides, additional evidence of role of hyper- 
sensitivity in etiology of periarteritis nodosa 
another case associated with sulfonamide reac 
tion, 47 
cutaneous hypersensitivity to topical application 
of sulfathiazole, 126 
dermatitis due to nail polish; study of 26 Gases 
with chief allergenic component toluene sulfon 
amide formaldehyde resin and related sub 
stances, *39 
“drug fever’? accompanying second courses of sul 
fathiazole, sulfadiazine and sulfapyridine, 413 
effect of acid, alkali and meals on blood level and 
excretion of sulfapyridine in children, 49 
fixed eruption from sulfadiazine or sulfamerazine, 
$5 


hazards of external use of sulfonamide com 
pounds, *289 
hypersensitivity produced by topical application of 
sulfathiazole, 126 
membranous inflammation of oropharynx, nose and 
conjunctiva due to sulfathiazole, 49 
scurvy, rheumatic purpura (Henoch) or derma 
titis medicamentosa (sulfathiazole), 438 
sulfathiazole in eczematous pyoderma; sensitiza 
tion reaction to successive local and oral ther 
apy; report of 12 cases, 126 
Therapy: See Acrodermatitis continua; Actinomy 
cosis; Eczema; Erysipeloid; Leprosy; etc. 
ise of sulfathiazole suspension in isolation of 
fungi, *199 
Sulfur in dermatologic preparations, *8 
Sunburn: See Light 
Sunlight: See Light 
Sutton’s Disease: See Vitiligo 
Swartz, J. H.: Multiple epidermal cysts, 435 
Sweat Glands, adenoma sebaceum (Pringle) ; lymph- 
angioma circumscriptum; psoriasis, 281 
ectodermal dysplasia (anhidrotic type) with com- 
plete anodontia, 46 
hidradenitis suppurativa of perianal region; acne 
conglobata, 217 
hidradenitis suppurativa of scrotum and perianal 
region; acne indurata; dissecting cellulitis of 
neck, 217 
syringadenitis suppurativa tropicalis (complication 
of lichen tropicus); histologic appearance and 
etiologic considerations particularly as to pos- 
sible relationship of ascorbic acid and carbo- 
hydrate metabolism, 127 
syringoma, 228 
Sycosis. lupoid, 421 
Sympathectomy, generalized progressive scleroderma, 
6 years after sympathectomy, 285 
Syphilids, recurrent, following 5 day treatment of 
seropositive chancres, 340 
Syphilis: See also Chancre; Neurosyphilis: Spiro- 
chaeta Pallida; Syphilids; Venereal Diseases: 
and under names of organs and regions, as 
Aorta; etc. 
agranulocytosis following mapharsen therapy; re- 
port of 2 cases, *302 
aplastic anemia with acute agranulocytosis, throm- 
bopenic purpura and complicating mapharsen 
therapy; report of case, with pathologic obser- 
vations, *320 
congenital, chorioretinitis of, 346 
congenital, dental development in, 46 
congenital, mapharsen in treatment, 126 
congenital, postneuritic atrophy of optic nerve in, 
345 
early, intensive treatment with mapharsen com- 
bined with artificial fever, 414 
early, masked and delayed by penicillin in treat- 
ment of gonorrhea, *200 
experimental, quantitative nature of coaction of 
bismuth and arsenical compounds in therapy, 48 
experimental, use of splenectomized and nonsplen- 
ectomized mice in production in rabbits, 413 


ovr 


granuloma inguinale, 277 


Tannins, dermatitis venenata due to, 1: 
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Syphilis—Continued 

Hereditary: See Syphilis, congenital 

juxta-articular nodules. *105 

late secondary; case for diagnosis, 

late secondary (papillomatous papules of lowe! 
lip; ulcerated gumma of left inguinal area), 230 

jiver extract in arsenical intolerance, 336 

necrobiosis lipoidica, with histologic picture of 
992 


on) 


223 

nonspecific serologic reactions in infants and chil 
dren, 47 

optic neuritis appearing during antisyphilitic 
apy, 345 

papulonecrotic tuberculid: treated primary syp! 
ilis, 207 

penicillin in treatment, 281 

penicillin in treatment of simultaneous infections 
of syphilis and gonorrhea, *246 

peripheral vascular syphilis of lower extremities 


problem of falsely doubtful and positive reactions 
in serology of, 413 

secondary, with asymptomatic central nervous sys 
tem progression, 133 

studies in; review of incidence in autopsies on 
adults, 27 

suppression by penicillin therapy of gonorrhea 
*269 

syphilitie hepatitis with unusual concomitant man 
ifestations; report of 2 cases, *31 

syphilitic iritis; incidence; fever “nerapy; Herx- 
heimer reaction as diagnostic aid, 346 

tertiary; adenoma sebaceum, dermatosis papulosa 
higra, erythema induratum or cutaneous gum- 
mas; pulmonary tuberculosis, 206 

tertiary: gumma; case for diagnosis, 430 

tertiary ; gumma; neurosyphilis, 434 

tertiary; multiple gummas, healed; ununited frac 
ture, 434 

tertiary; periostitis and gummas of tibial regions 
and left arm, 219 

therapy, some details in, 127 

treated with daily multiple injections of maphar 
side, 48 


Syphilology, postwar graduate training in derma 


tology and syphilology, *378 


Syringadenitis Suppurativa Tropiecalis: See Sweat 


Glands 


Syringoma, 228 


Tabes Dorsalis: See also Neurosyphilis 


juvenile tabes: atrophy of optic nerve; involvement 
of seventh nerve, 343 

juvenile tabes with rapidly progressing atrophy 
of optic nerve, 345 

psychic reaction of patient to blindness: blind man 
wit’, “‘seeing eye’ dog, 342 

rapidly progressive atrophy of optic nerve in 
patient with tabetic form of dementia paralytica. 


Tas, J.: Mycosis fungoides, 202 


Teaching: See Education 
Teeth, cutaneous horns verrucae’ vulgaris; 


woolly hair nevus; dental aplasia, 219 
dental development in congenital syphilis, 46 
ectodermal dysplasia (anhidrotic type) with com- 
plete anodontia, 46 


Telangiectasia: See also Angioma 


calcinosis cutis with, 278 
hereditary, 48 
hereditary hemorrhagic, 143 


Temperature: See Cold 
Templeton, H. J.: Scleroderma with bullae, 330 


79 


Solid edema of face, 72 


Testosterone: See Androgens 

Tetryl: See Nitroaniline 

Thrombocytopenia: See Purpura 

Thrush: See Moniliasis 

Tibia, tertiary syphilis; periostitis and gummas of 


tibial regions and left arm, 219 


Ticks: See Rocky Mountain Spotted Fever 
Tinea barbae and tinea corporis due to Microsporum 


lanosum, 144 
corporis and tinea barbae due to Microsporum 
lanosum, 144 
corporis, with invasion of lanugo hair, 138 
Decalvans: See Alopecia areata 
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Tintex, dermatitis produced by Tintex stocking dye, 
*200 
Tissue: See also Cells 
Adipose: See Fat 
connective tissue nevus, *183 
Staining: See Stains and Staining 
Toe Nails: See Nails 
Toluene, dermatitis due to nail polish: study of 26 
cases with chief allergenic component vluent 
sulfonamide formaldehyde resin and related sub 
stances, *39 
Tomaszewski, W.: Ichthyosiform atrophy of skin in 
Hodgkin’s disease; report of case, with reference 
to vitamin A metabolism, *85 
Tongue, glossitis rhombica mediana, 133 
Tonsils, source of infection in actinomycosis, 47 


Toxicodermas: See Dermatitis, venenata; Drugs 
eruptions 
Traub, E. F.: Localized scleroderma with calcifica 
tion, 286 
Lymphoblastoma (mycosis fungoides’), 142 
Lymphogranuloma venereum; case for diagnosis, 
284 
Vascular nevi, 139 
Trauma, lichen planus hypertrophicus secondary to 
96 


Trench Foot: See Foot 
Treponema: See Spirochaeta Pallida 
Trinitrotoluene: See Nitrotoluene 
Tropical Medicine: See also under names of tropical 
diseases, as Leishmaniasis; Ulcers, tropical; et 
American onchocerciasis, *385 
preparation of material for laboratory diagnosis 
of some tropical diseases of skin, *264 
treatment of skin infections in Assam-Burma 
jungle, 33 
Tubercle Bacilli: See Tuberculosis 
Tuberculids: See also under Tuberculosis 
Boeck’s sarcoid, parapsoriasis or urticaria pig 
mentosa, 436 
or leprosy, 224 
papulonecrotic; treated primary syphilis, 207 
rosacea-like, 218 
rosacea-like, of Lewandowsky; dermatitis medica 
mentosa (gold), 218 
Tuberculin: See under Tuberculosis 
Mycobacteria: See Bacteria 
Patch Test: See Tuberculosis 
Tuberculosis : See also Tuberculids; and under 
names of diseases, organs and regions 
eutis; lupus vulgaris, 351 
cutis orificialis, pulmonary tuberculosis or tuber- 
culosis of larynx, 208 
pseudoprimary tuberculous complex, 130 
pulmonary; adenoma sebaceum, dermatosis pap- 
ulosa nigra, erythema induratum or cutaneous 
gummas, 206 
pulmonary; lupus vulgaris: tuberculosis ulcerosa 
orificialis: tuberculosis of larynx; active pul 
monary tuberculosis, 135 
Tulipan, L.: Calcinosis cutis, 27 
Perifolliculitis abscedens et suffodiens, 280 
Tumors: See also Adenoma; Angioma; Cancer; 
Epithelioma; Hemangioma; Lymphoblastoma; 
Melanoma; Papilloma; Sarcoma; ete.; and un- 
der names of organs and regions, as Colon 
Foot; ete. 
multiple painful and painless glomus tumors, *179 
Twining, H. E.: Mycetoma of foot, 352 
Twins, nevus sebaceus and milium-like lesion respec- 
tively in apparently identical twins, 67 
rosacea in, *269 
Tyroglyphidae: See Acariasis 


Ulcers: See also under names of organs and regions 
tropical; treatment of skin infections in Assam- 
Burma jungle, 334 
uleerus acutum, 438 
Varicose: See Varicose Veins 
Ulerythema reticulatum; case for diagnosis, 69 
Ultraviolet Rays: See Light 
Therapy: See under names of organs, regions and 
diseases 
Unangst, R. W.: Recurrent vesicular eruptions ap- 
pearing during administration of penicillin, *6 
Underwear: See Clothing 
Urine, effect of acid, alkali and meals on blood level 
and excretion of sulfapyridine in children, 49 
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Urticaria, cholinogenic ind) cholinogenic itching 
*247; correction, 442 
pigmentosa, adult type, 50 


pigmentosa, Boeck’s sarcoid parapsoriasis 
tuberculid, 436 
Usher-Senear Syndrome: See Pemphigus 


Uvea, left postoperative anophthalmos: uveitis and 
choroiditis of right eye. possibly due to virus ot 
lymphogranuloma venereum, 13 


Vaccination, Therapy: See Leishmaniasis 
Vagina, granuloma inguinale of vaginal wall, 275 
Van Dyck, L. 8.: Vitiligo, canities and alopecia 
areata (treated for 12 months with paraamino- 
benzoic acid and calcium pantothenate, wit! 
negative results), 54 
Varicella See Chickenpox 
Varicose Veins, hypersensitivity produced by topical 
application of sulfathiazole, 126 
Stasis dermatitis; capillaritis, 417 
Veins, Varicose: See Varicose Veins 
Venereal Diseases: See also Chanecrte 
Neurosyphilis; Syphilis; ete. 
sulfathiazole as prophylaxis, 46 


Gonorrhea 


zinc peroxide; new drug for rapidly curing swol 
len prepuce, 27 
Vero, F Adenoma sebaceum (Pringle) lymph 


angioma circumscriptum; psoriasis, 281 
Fox-Fordyce disease, 282 
Verruca, cutaneous horns verrucae vulgaris 
woolly hair nevus; dental aplasia, 219 
immunization therapy of warts, *12 
treatment of warts, 205 
Vesication, recurrent vesicular eruptions appearing 
during administration of penicillin, *6 
scleroderma with bullae, 330 
Viruses: See under Herpes; 
Venereum; etc. 
Vitamins: See also Ascorbic Acid; Riboflavin 
A deficiency; case for diagnosis, 61 
A; favorable effects in case of acne of long dur- 
ation, *199 
ichthyosiform atrophy of skin in Hodgkin’s 
disease; report of case, with reference to vita 
min A metabolism, *85 
B See also Riboflavin 
B; stimulating effect of adrenalectomy on hail 
growth and melanin deposition in black rats fed 
diets adequate and deficient in filtrate factors 
of vitamin B, 203 
Bz: See Riboflavin 
C: See Ascorbic Acid 
clinical manifestations of deficiencies as observed 
in Federated Malay States, *160 
K, percutaneous administration of, 46 
moniliasis; avitaminosis, 139 
Vitiligo: See also Albinism 
canities and alopecia areata (treated for 12 
months with paraaminobenzoic acid and calcium 
pantothenate, with negative results), 54 
Vulva, Esthiomene: See Lymphogranuloma Vene 
reum 
Pruritus : 


Lymphogranuloma 


- 


See Pruritus 


Walzer, A Erythema induratum, 221 
War: See also Military Medicine; Wounds; etc. 
dermatologists of United States and Canada in ac- 
tive service in present war; supplementary list, 
406 
postwar graduate training in dermatology and 
syphilology, *378 
Warts: See Verruca 
Wassermann Reaction: See also Syphilis 
biologic false positive spinal fluid Wassermann re- 
actions associated with meningitis, 413 
Weber-Christian Disease: See Panniculitis 
Weber-Rendu-Osler’s Disease: See Telangiectasia 
Weisman, S. L.: Superficial epitheliomatosis; report 
of case, *117 
Werner Syndrome: See Scleroderma 
Wheal: See Urticaria 
White Spot Disease: See Scleroderma 
Wiggall, R. H.: Dystrophia unguium mediana can- 
aliformis; report of case, *267 


Williams, 0. 0.: Tuberous sclerosis; report of case, 
*96 
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Wilson, J. F.: Atrophy of optic nerve; jaundice 

following malarial therapy, 343 

Chorioretinitis of congenital syphilis, 346 

Gumma of orbit, 348 

Interstitial keratitis; recurrence in first eye with- 
out involvement of second eye, 345 

Iridorecurrence resulting in loss of vision, 347 

Juvenile tabes; atrophy of optic nerve; involve 
ment of seventh nerve, 343 

Juvenile tabes with rapidly progressing atrophy of 
optic nerve, 345 

Optic neuritis appearing during antisyphilitic ther- 
apy, 345 

Postneuritic atrophy of optic nerve in congenital 
syphilis, 345 

Psychic reaction of patient to blindness; blind 
man with ‘“‘seeing eye’ dog, 342 

Rapidly progressive atrophy of optic nerve in 
patient with tabetic form of dementia paralytica, 
343 

Stationary (7?) atrophy of optic nerve of 14 years’ 
duration, 344 

Syphilitic iritis; incidence; fever therapy; Herx- 
heimer reaction as diagnostic aid, 346 

Wise, F.: Epidermodysplasia verruciformis compli 


cated by multiple epitheliomas, 228 
Mycosis fungoides, 228 
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Wool, sensitization to clothing, 335 
textile dermatitis, 335 
Workmen's Compensation: See Industry 
Wounds, treatment of wounds and inflammation by 
X-rays and radium rays, 48 
Wright, C. S.: 


Case for diagnosis, 352 
Xanthoma, juvenile xanthomatosis, 348 
tuberosum multiplex, 349 
tuberosum multiplex with macular atrophy, 211 
tuberosum, report of 2 cases of myxedema with 
extreme hypercholesteremia; 1 complicated by, 
415 
Xanthomatosis: See Xanthoma 
Xeroderma pigmentosum with multiple epitheliomas 
of skin, 132 
X-Rays: See Roentgen Rays 


Yaws: See Frambesia 


Zakon, S. J.: Early syphilis masked and delayed 
by penicillin in treatment of gonorrhea, *200 
Lichen sclerosus et atrophicus, 55 
Zinc chromate; occupational contact dermatitis of 
aircraft workers, 272 
Peroxide: See Penis 
Zoster: See Herpes zoster 
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. The conservative method of treating early syphilis 
requires the continuous administration of alternate 
courses of an arsenical, such as Neoarsphenamine 
Merck, and Bismuth, according to specific schedules. 
The prevention of infectious relapse largely depends 
on two important factors: 


1. early institution of treatment 


2. adequate dosage 


Treponema pallidum: unre- 
touched photomicrograph of 
Fresh human chancre exudate, 
under darkfield illumination; 
some red blood cells apparent. 


The statistical studies of Padget* have been of considerable value in 
establishing the need for treating primary syphilis during the sero- 
negative stage. Under the best conditions obtainable, the syphilitic 
patient has less chance of being cured when treatment is delayed until 
the blood becomes seropositive than he has if therapy is instituted 
while it still is seronegative. Furthermore, the incidence of neuro- 
syphilis has been found to be more than twice as high in seropositive 
primary syphilis cases than in any other. 

Inadequate dosage of Neoarsphenamine will only lead to progres- 
sion and extension of the syphilitic lesions. Low dosage will neither 
eradicate the infection nor permit the host to develop natural resis- 
tance to it. The incidence of infectious recurrence will be reduced toa 
minimum if treatment is continuous rather than intermittent, and 
provided that during the selected course of treatment, the patient at 
no time is without the influence of either Neoarsphenamine or Bismuth. 

The first three months of treatment are most important in prevent- 


NEOARSPHENAMINE 


ing future relapse. Negative serologic reactions do not necessarily le - 
indicate noninfectiousness; hence, patients should not be permitte 

to relax precautions or suspend therapy until the proper number of ACCEPTED 


alternating, uninterrupted courses of Neoarsphenamine Merck and RAPID AND COMPLETE 
Bismuth Subsalicylate have been given. 


‘Padget, P., Long-term results in treatment of early syphilis, J. A. M. A. 116:7-11, 1941. 


| Speed the 


ae 
‘ 
J/g 
y 
V y ; 
| 
MEDICAL 
ASS” 
Aecopted J 
t 4 = 
ith War Bonds Inc. ing Chemists RAHWAY, N. J 
MERCK & CO., inc. anufacturing hemtsts , Nowe 


contact 


dermatitis 


consider the 


cosmetic factor 


In cases of dermatitis resulting from the repeated application of irritating substances, 
the etiology is often baffling. Cosmetic allergens are not to be overlooked as possible 
causative or contributory factors. You may save hours of valuable time by consider- 
ing the cosmetic factor in your treatment regimen. 


As a routine precaution, many physicians have been prescribing Marcelle hypo- 
allergenic Cosmetics for years in allergic cases. Marcelle hypo-allergenic Cosmetics 
are carefully compounded, and known irritants have been removed or reduced to 
tenable minimums. The success which physicians have experienced through the 
recommendation of Marcelle hypo-allergenic Cosmetics attests to the importance of 
the cosmetic factor in cases of contact dermatitis. 


Marcelle hypo-allergenic Cosmetics have been accepted for advertising in publica- 
tions of the American Medical Association for 12 years. 


Write for professional samples and a formulary booklet specifying ingredients of 


Marcelle Cosmetics. 


HYPO-ALLERGENIC MARCELLE COSMETICS INC. 
COSMETICS 1741 North Western Ave., Chicago 47, Hlinois 
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JOHN H BRECK INC ° MANUFACTURING CHEMISTS . SPRINGFIELD 3 MASSACHUSETTS 
CANAD ADDRESS 47 CLARENCE STREET OTF FT Aa Wa 
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For 


clean 


HAVE undoubtedly told 
many of your patients that 
a clean scalp is as important as 
clean hands... that a healthy 
scalp has much to do with a 
healthy skin, particularly the 
skin of the face. 


Perhaps you have recom- 
mended the use of Packers Tar 
Soap. As a gentle, pleasant and 
dependable cleansing agent for 
the scalp and hair, Packers has 
won the approval of many 
dermatologists. 

Packers also offers the ad- 


vantage of economy. Shampoos 
with this famous cake soap 


average less than a penny— 


about one-fourth the cost of 
bottled shampoos. 


PACKERS TAR SOAP, INC. 


MYSTIC, CONNECTICUT 


Lithonus 


T IS told that Aurora, goddess of 
the Dawn became enamoured witha 
mortal, the beautiful, young Tithonus 
and married him. As the years passed, 

to her great mortification the hair 
of Tithonus grew thin and gray, and 
his steps tottering. Unable longer 

to bear the sight, Aurora in 
desperation, turned him into a 
grasshopper. Blame the god Jupiter 
for the whole thing; he had granted 
him immortality as a wedding gift 
but forgot to include perpetual 
youth. We are not told what strange 
things this poor man did to fight 
off the appearance of age but can well 
imagine. Someone forgot to tell him 
that cleanliness is akin to godliness, 
and of all things used to clean the 
skin CREAM OF SOAP* approaches 
close to the ideal. 


We would like you to know about 
CREAM OF SOAP* Skin Cleanser, doc- 
tor. This white, soft’colloidal cream has 
close to the pH of living tissue—surely a 
sensible idea. It readily wets the skin. 
adsorbing insoluble soot and skin debris 
as well as oil and water—soluble soil. It 
is virtually non-irritating, even when the 
skin is sensitive, irritated or disturbed. 
It can be of great value to you and your 
patients. Samples of CREAM OF SOAP* 
will be sent on request. Address Personal 
Luxuries Co., 55 West 16th Street, New 
York 11, N. Y. 

* Registered U. S. Pat. Off. 
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FIVE DAY (INTENSIVE) 


Whether you treat syphilis in 80 
weeks, 60 weeks, 26 weeks... or 
even by one of the more intensive 
courses... MAPHARSEN* offers the 
following advantages: 


@ Effective — causes rapid disap- 
pearance of spirochetes and 
prompt healing of lesions. 


® Relatively low toxicity —well- 
tolerated, even in the larger doses. 


® Easy to administer. 


stock METHOD, 


ATMENT (ARMY) 


MAPHARSEN 


MAPHARSEN 


@ Requires no special preparation. 
® Can be injected rapidly. 


® Can often be used in full doses 
in patients intolerant to the ars- 
phenamines. 


MAPHARSEN is meta-amino-para-hy- 
droxyphenylarsine oxide (arsen- 
oxide) hydrochloride ...a modern 
arsenical which has facilitated the 
development of the new, accelerated 


forms of syphilis therapy. 
*Trade-mark Reg. U.S. Pat. Off. 


Parke, Company DETROIT 32, MICHIGAN 
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WHY YOU MUST SAVE 
ALL KINDS OF PAPER... 


Each month, 35,000,000 V-boxes go overseas 
to the armed forces. It requires 81 tons of 


Your corrugated car- 
tons and cardboard 
boxes can go into 
blood plasma contain- 
ers—if you make sure 


they're collected. 


supplies a month to send 
a soldier overseas and 
these supplies are all 
wrapped or tagged with 
paper. 

Blood plasma is need- 
ed for treating the thou- 
sands of wounded and 
sick left in the wake 
of war. Every precious 
blood plasma is wrapped 
in corrugated paper and 


boxed in a heavy brown paperboard container. 


Civilian use of paper and paperboard prod- 


Your old newspapers 
can help speed the re- 
turn of the nation to 
peacetime pursuits — 
if you make sure they're 
collected. 


EVERY SCRAP OF EVERY KIND OF WASTE PAPER 


ucts has been seriously 
curtailed to meet all mil- 
itary demands for these 
products. Before normal 
civilian needs can be met 
again, thousands of tons 
of waste paper will be 
needed by the mills. 


Industry’s conversion to peacetime produc- 
tion and the demobilization of the armed forces 


Your wastebasket 
scraps can help supply 
the needed wrapping 
and packaging materi- 
als—if you make sure 
they are collected. 


bottle of life-saving 


Your old magazines 
and books can help 
meet present vital 
needs—if you make 
sure they're collected. 


will require vast supplies of paper. 


IS NEEDED TODAY 


U.S. VICTORY WASTE PAPER CAMPAIGN 


SAV 


SAVE 
WA 


BUNDLE A WEEK 


SOME BOYS LIFE 
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TO MAINTAIN THE SUPPLY 
OF PENICILLIN HERE... 


TO INCREASE THE SUPPLY 
ng OF PENICILLIN HERE . 


— TASK of penicillin production cannot be considered complete until there is sufficient 
to meet not only the widest needs of military medicine, but those of civilian practice 


as well. 
I Toward this end, the Schenley research staff—with a background of long experience in 
, the study of mold and fermentation processes—early devoted itself to the project of develop- 
, ing a large-scale method of penicillin production. 
A procedure was established that led to our being designated one of the 21 firms to 
C- produce this valuable weapon of modern medical science. 
eS Today — thanks to the tireless devotion of science and industry —this problem of mass 
production is being solved, and penicillin is fast becoming a standard pharmaceutical agent 
on all of the world’s warring fronts. And, as the supply increases, 
it will become more and more familiar in civilian practice. 
SCHENLEY LABORATORIES, INC. 
EXECUTIVE OFFICES: 350 FIFTH AVENUE, N.Y. C. 
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IN CONVENIENT 


CAKE FORM 


LOWILA CAKE contains lauryl 


sulfoacetate diluted in bentonite. 
The pH approximates that of nor- 
mal skin. It is free of all perfume. 
LOWILA CAKE is non-irritating, 
only mildly defatting and of low 
sensitizing index; cleanses the 
skin as satisfactorily as soap — 
at a cost to that 
of soap. 


LOWILA CAKE is an excellent. 


cleanser for general toilet use — 


including the bath and shaving. 


SUGGESTED as a LATHERING 
SKIN DETERGENT in all condi- 
tions due to or aggravated by the 


A SOAPLESS DETERGENT 
: 
é 
of soap and allied cleansers. 
WESTWOOD PHARMACAL CORP. 
~ ae 
Or 
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